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CELIAC DISEASE—WHAT IS IT? 


L. Emmerr Hout, Jr., M.D. 
New York, N. Y. 


HE term ‘‘celiae disease’’ is of ecom- 

paratively recent origin, so far as 
the American literature is concerned. 
Samuel Gee' of St. Bartholomew’s 
Hospital wrote his original deserip- 
tion of the ‘‘coeliae affection’’ in 
1888, a designation followed by Eng- 
lish writers, but American and most 
Continental European writers con- 
tinued to deseribe the condition under 
the term ‘‘chronie intestinal indiges- 
tion.’’ It was only in 1932 when the 
late Sir Leonard Parsons visited this 
country and delivered the Rachford 
Lectures that the term ‘‘celiac’’ came 
into general use here, and almost si- 
multaneously in Continental Europe. 
Since then, it has been increasingly 
popular with doctors and parents as 
well. It is easier to say ‘“‘he’s a 
eeliac’’ than ‘‘he’s suffering from 
chronie intestinal indigestion.’’ It 
has a learned sound and conveys an 
air of mystery which impresses par- 
ents far more than the simple word 
indigestion. All of us who knew 
Leonard Parsons admired him greatly 
and were only too happy to use his 
term. As it became clear that more 
than one entity was included in this 
pieture, the group as a whole came to 
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be known as the celiac syndrome, one 
member of which was idiopathic 
celiac disease. 

The term ‘‘celiac’’ seems destined 
to stay with us. It is too late to 
abandon it. Nevertheless, I believe 
it has done us a disservice. Gee’s 
concept has been distorted by his 
successors who like his term but find 
difficulty in defining it. Attempts to 
apply specific laboratory criteria have 
added to the confusion. A _ specific 
response to a ‘‘celiae diet’’ helps to 
define the disease for many, but un- 
fortunately there is little agreement 
as to what a celiae diet is. In Switz- 
erland it is one thing, in Holland an- 
other. In this country it depends 
upon whom one follows—the advo- 
cates of the banana, the advocates of 
fat restriction, or those who stress 
restriction of certain forms of car- 
bohydrate. Several recent writers 
have stressed the need for avoiding 
polysaccharides and the desirability 
of supplying all carbohydrates as 
monosaccharide, but in the early part 
of this century careful students of 
the disease took precisely the oppo- 
site view. I should like to give you 
the following quotation from Chris- 
tian Herter’s* classic monograph on 
the disease : 


From a considerable but not exhaustive 
experience with various carbohydrate foods 
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I have reached the conelusion that such 
carbohydrate food as can be taken by these 
patients is best given in the form of starch- 
holding preparations and not in any ordinary 


form of sugar. 


It is interesting that Herter favored 
the use of rice or arrowroot flour, 
though he used wheat flour to some 
extent in the form of Huntley and 
Palmer biscuits. Herter’s experience 
was indeed considerable. THe turned 
the top floor of his large New York 
house into a ward for the study of the 
disease, and for the better part of 
two years he and his associates, 
Wakeman and Kendall, carried on 
extensive clinical, metabolic, and bae- 
teriological studies—all at his own 
expense. 

The Herter diet, quite different 
from the Haas, the Andersen, or the 
Fanconi diet, produced satisfactory 
results in its day. All celiae diets, no 
matter how diverse, appear to have 
produced excellent results, which, 
after all, is not too surprising in a 
condition with a tendeney to spon- 
taneous improvement, even though it 
be slow and punctuated by relapses. 

My purpose in calling attention to 
the many and diverse celiac diets is 
to point out the fallacy in assuming 
that a condition which responds to a 
particular celiae diet is ipso facto a 
form of celiae disease. It would be as 
logical to conclude that because pneu- 
mocoecus pneumonia and amebie dys- 
entery both respond to Terramyein, 
both are forms of the same ailment. 
Nevertheless, it is just such reason- 
ing which has been used to expand 
our concept of celiac disease to in- 
clude clinical phenomena that bear 
very little resemblanee to what Gee 
originally deseribed. 
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Having criticized other people’s 
definitions, I shall now put down my 
own for what may be called idio- 
pathie celiae disease: a state of malnu- 
trition induced by a poorly understood 
chronic functional disorder of intesti- 
With our present 
knowledge, we can interpret, but need 
not abandon, the clinical picture 
painted by Gee—the body contour 
due to loss of fat, the bulging ab- 
domen due to loss of muscle tone and 
abdominal fat coupled with some 
measure of fermentation in the in- 
testine, the pale bulky stools due to 
an excess of unabsorbed fat, their 
frothy character due to carbohydrate 
fermentation, and the eranky disposi- 
tion, attributable chiefly to the 
somatic disorder. We may obtain 
added evidence of malabsorption of 
lipid from the vitamin A absorption 
curve, or of defective sugar absorp- 
tion from the glucose tolerance curve, 
and less frequently some degree of 
hypoproteinemia perhaps due to de- 
fective protein assimilation. The 
fundamental absorption mechanisms 
and how they are affected here still 
defy us, but the original definition 
still stands. 

My present remarks were stimu- 
lated by our efforts a few years ago 
to study genuine idiopathic celiac 
disease, as part of a _ study of 
steatorrheas of all kinds. Although 
we ourselves saw these cases very in- 
frequently, it seemed as if they must 
be very prevalent in the city in gen- 
eral. One pediatrie colleague had 
just written a book describing 600 
personally observed cases. At an- 
other medical center in the city, an 
active clinie for celiacs and cystic 
fibrosis of the pancreas was ap- 
parently well attended. But to get 


nal assimilation. 
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a ease to study proved not so easy. 
Our colleague who had written the 
book was most cooperative, but it 
seemed that most of his cases were 
in the past, the present ones being 
private patients, not very sick and 
not anxious to enter a hospital for 
study. The clinic in our neighboring 
institution proved to have few 
classical celiac patients, the present 
clientele consisting largely of cases 
showing no significant clinical mal- 
nutrition, the diagnosis having been 
made by laboratory tests, such as un- 
digested starch or stainable fat in the 
stool or a low concentration of stool 
amylase. We tried an appeal to the 
public, inspiring an article in the 
New York Times which deseribed the 
great interest the doctors in Bellevue 
had in studying this disease. This 
brought results, but not what we ex- 
pected. The telephone rang fre- 
quently the next day with calls from 
mothers of celiacs, all interested in 
having their children studied at Belle- 
vue—some twelve of them in all. Ap- 
pointments were made and we ex- 
amined all the candidates, but there 
was not a celiac among them. The 
diagnosis had been made on the basis 
of a single attack of indigestion from 
which the child had made a complete 
clinical recovery, but the banana-low 
fat-high protein diet had been con- 
tinued, and, with it, the state of fam- 
ily apprehension and the frequent 
visits to the doctor. In one or two 
instances the diagnosis had been 
made by the discovery of stainable 
fat or starch in the stools. Invariably 
the child was a healthy, rosy looking 
youngster in an excellent state of nu- 
trition. We ended up by waiting pa- 
tiently for a few real celiacs that 
came our way, although on one occa- 
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sion impatience got the better of us 
and we made a trip to Toronto to 
study some classical examples there. 

I submit, and I think you will 
agree, that it is not good medicine 
to put the label of a chronic disease 
on a child who has had one acute at- 
tack or to create needless dietary 
restrictions or apprehensions. 

I should like to leave two thoughts 
with you today—(1) what celiae dis- 
ease is not and (2) what, according 
to the best of our knowledge, it is. 
Dorothy Andersen has made valu- 
able contributions to our knowledge 
and her work is always stimulating. 
Nevertheless, | must frankly disagree 
with her thesis* that starch intoler- 
ance as revealed by starch granules 
in the stools represents an early stage 
of celiac disease, which, if untreated 
by her dietary regimen, will develop 
into the more serious form of the dis- 
ease with steatorrhea. And I must 
likewise disagree as to the reliability 
of stainable fat in the stool’ as an 
index of the presence of steatorrhea. 
Most of us are not familiar with the 
background and the shortcomings of 
these two laboratory tests which are 
not new; they were developed, 
thoroughly tested, and abandoned by 
a generation ahead of ours. Tech- 
niques for staining stool fat, inelud- 
ing differential stains to determine 
fat partition, were developed by the 
Germans toward the end of the last 
century. An accurate description of 
accepted technique and references to 
the earlier literature will be found in 
the review article by F. B. Talbot® 
written in 1911. The method was 
used at that time in a number of our 
leading hospitals. It was abandoned 
when chemical measurements of fecal 
fat were developed, because it so fre- 
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quently led to a false conelusion. It 
is true as Andersen has pointed out 
that there is a reasonable correlation 
hetween stainable fat and the per- 
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sorption. Data published by Holt 
and associates’ in 1919 bear eloquent 
witness to this fact as is shown in 


| PAT INTAKE 


Tables I to ILI. 


FAT ABSORPTION 


YJ FAT IN DRY 


SUBJECT (GM./DAY ) (%) STOOL 
iy A 6 wk. 9.8 90.3 61.1 
P.L. 2 3 wk, 37.7 94.8 52.0 
P.L. 3 34 wk. 41.9 94.5 41.0 
V.B. 3 mo. 19.8 93.9 30.8 
P.L.5 9 wk. 31d 94.9 29.3 
J. M. 4 mo. 10.6 94.2 14.4 
@ 10 mo 33.0 99.2 12.4 
TABLE Il. With MILD DIARRHEA 
| FAT INTAKE FAT ABSORPTION — | Yo FAT IN DRY 
SUBJECT AGE (MO.) | (GM./DAY ) (%) STOOLS 
V.C.3 5 30.2 77.7 54.2 
J.G.1 7 39.7 80.5 49.9 
D. W. 2 5 22.2 75.7 48.9 
J.D. 5 17.0 64.7 48.0 
A. H, 11 25.2 83.2 45.9 
k. R.1 10 16.8 80.1 44.1 
E. R.3 10% 23.4 78.7 39.4 
J.G.2 7 30.7 84.5 33.8 
che 51% 15.0 70.6 32.2 
E. R. 2 10 27.1 86.2 31.6 
F. H. 2 10 33.6 86.3 29.5 
B.S. 2 12 15.5 80.2 29.5 
J.G.3 7% 25.4 84.5 27.3 
D. F. 2 4 14.0 77.0 26.2 
SF 4% 24.4 87.8 25.4 
D.F.1 3% 15.8 80.5 24.0 
W. H. 3 14 18.4 88.6 22.3 
R. B.1 3 13.2 79.8 16.6 
F. H. 10 13 20.6 89.9 16.4 
F. H. 4 11 20.0 91.1 14.2 
Average 77.5 34.2 
TABLE IIIT. INFANTS WirH SEVERE DIARRHEA 
| FAT INTAKE FAT ABSORPTION % FAT IN DRY 

SUBJECT | AGE (MO.) (GM./DAY) (%) STOOL 
S. J. 9 29.1 50.0 57.5 
V.C.2 5 23.6 56.1 49.5 
V.C.1 5 23.6 75.7 43.6 
W.S.1 4 17.0 49.4 36.6 
F. H.1 10 32.4 78.6 34.7 
B.S. 3 13 11.6 12.9 27.0 
Average 53.7 39.9 


centage of fat in a stool. A chain is, 
however, no stronger than its weak- 
est link and the weak link here is the 
very poor correlation between per- 
centage of fat in the stool and fat ab- 


It is apparent from these data and 
from the experiences of many other 
workers including ourselves that the 
pereentage of fat in the stool is not 
to be relied on as a measure of ab- 
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sorption. It may be high or low in 
conditions of excellent absorption and 
may be low when much fat is being 
lost. A test which leads one into 
error at least one-third of the time 
is, in my opinion, best omitted. We 
have at present no simple clinical 
method for measuring fat absorption 
and may as well admit it. 

What about the significance of un- 
digested starch in the stools? The 
literature on this* goes back more 
than seventy-five years. The iodine 
test was a simple one to carry out 
and was studied particularly during 
the era when cereals and gruels were 
used to dilute raw milk, but when we 
began to control the curd problem by 
heating the milk rather than by 
starch diluents, interest in this sub- 
ject waned. However, the facts in 
regard to starch digestion have been 
reasonably well established some 
years ago. By means of the iodine 
test applied to stools it was shown: 


1. That cooked starch is more di- 
gestible than raw starch. 

2. That the tolerance for cooked 
starch is limited in the newborn in- 
fant but inereases with age. 

3. That the tolerance is improved 
by the administration of starch, often 
within a matter of a few days. 

4. That a mild digestive upset may 
be associated with the appearance of 
starch in the stools, at times without 
steatorrhea. 

5. Finally, that the iodine test, 
taken by itself, i.e., in the absence of 
symptoras, has no diagnostic or prog- 
nostic significance and is often shown 
by infants in the best of health, gain- 
ing weight normally. 


In the face of the long and very 
considerable experience with the io- 
dine test I think we are justified in 
awaiting valid statistical evidence be- 
fore aecepting the conclusion that 
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starch intolerance represents mild or 
early celiac disease with specific 
therapeutic indications. 

So much for what, in my opinion, 
is not celiac disease. Now as to what 
is, and, more important, what we 
should do about it. 

The problem which bothered us is 
the same one that had bothered us in 
other states of intestinal intolerance, 
namely, should a poorly tolerated 
foodstuff be given or should it be 
withheld? Current feeding policies 
have, in general, been based on the 
view that food intolerance to a par- 
ticular food was induced by an excess 
of that food. Such food was to be 
avoided with the expectation that 
rest would predispose to recovery of 
the disordered function. On the 
other hand, our experiences with in- 
testinal intolerance in acute diarrhea’ 
have led us to a different view, 
namely, that the state of intolerance 
was not induced by the food but by 
some exogenous factor such as an in- 
feetion which in some unknown way 
impaired the mechanism for absorp- 
tion; the increased fecal loss caused 
by giving the poorly tolerated food 
merely demonstrated rather than in- 
duced the intolerance. In support of 
this view in diarrhea was the finding 
that giving the poorly tolerated food 
increased its absolute absorption, 
failed to affect the percentage absorp- 
tion, and had no influence on the rate 
of recovery. We were interested to 
see if a similar situation prevailed in 
the ease of idiopathic celiac disease. 

We carried out balance studies on 
three typical celiac patients on a 
standard milk diet which was then 
supplemented by additional fat, given 
in the form of melted butter by spoon. 
Tables IV, V, and VI illustrate the 
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results of this experiment. It may 
be seen that the administration of a 
sizeable fat supplement, although it 
increases the loss of feeal fat, brought 
about a substantial increase in the 
amount of fat absorbed. Only favor- 
able reactions were noted clinically, 
even with continuation of the gener- 
ous fat intake for many weeks, and, 
barring one minor exception,* the ab- 
sorption of other food materials was 
not affeeted. 


TaBLe IV. 
(Celiae Patient D. C., 
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Favorable clinical results were re- 
ported by Haas'’ from a generous fat 
supplement. Macrae and Morris" in 
Glasgow carried out seven balance 


studies on four celiac patients with 


findings altogether similar to ours, 
which are summarized in Table VII. 
Dating from an earlier period were 
experiments carried out in Vienna in 
1921 by Schick and Wagner,’ a typ- 
ical one of which is reproduced in 
Table VILL. Their comments are of 


Errect or INCREASING FAT INTAKE ON FAT ABSORPTION 


Aged 20 Months) 


PERIOD IT 


| PERIOD PERIODIV 


_PERIODI | 
Fat intake 36.0 36.0 45.0 92.7 
(Gm./day) 
Fat in feces 5.3 8.5 6.7 10.0 
(Gm./day) 
Fat absorbed 30.7 27.5 38.3 82.7 
(Gm./day) 
Per cent intake 85.1% 76.5% 85.0% 89.1% 
absorbed 
Periods ten days each. 
TABLE V. Errect or INCREASING FAt INTAKE 
(Celiae Patient, Aged 71%4 Years) 
< < < < < 
& ~ ~ ~ ~ ~ & = 
Control diet Intake 1920 14.84 50.0 79.0 168.0 52.6 46.0 76.80 8.06 20.6 
Urine 525 5.40 33.3 48.4 0.6 12.5 25.8 2.98 
Feces 186 5.35 4.7 7.0 81.5 19.1 0.9 41.50 1.53 
Absorbed 1734 9.49 45.3 72.0 86.5 33.5 45.1 35.25 6.53 
% Intake 90 64 91 91 52 64 98 46 81 
absorbed 
Control diet Intake 1920) 16.64 78.2 79.8 172.3 52.9 74.8 153.60 8.06 20.6 
+85.4 Gm. Urine 679 7.26 48.6 45.5 0.7 12.8 40.5 3.38 
butter/day Feces 272 6.50 8.2 9.2 84.5 21.0 2.1 89.40 1.54 
Absorbed 1648 10.14 70.0 70.6 87.8 31.9 72.7 64.20 6.52 
% Intake 86 61 90 a) 51 60 97 42 81 
absorbed 
Rold-face type is for emphasis. 
These observations on the bene- interest. Questioning the prevalent 
ficial effect of giving fat in idiopathic view that the material lost in excess 
celiac disease are not unique. in the stool was the ‘‘materia pec- 


*It may be noted that the patient shown in 
Table Ill showed an unfavorable calcium 
balance for a time, associated with the in- 
creased fat intake. With continuation of the 
diet this did not, however, persist; hence, it 
does not appear to us a phenomenon to oc- 


casion concern, 


eans’’ which should be restricted in 
the diet, they argued that the re- 
stricted diet, through lack of use, 
may have discouraged the formation 


| 
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TABLE VI. Errect or INCREASING Fat INTAKE 
(Celiae Patient, Aged 8 Months) 


= = = = = 
Control diet Intake 1080 6.70 21.9 33.4 52.5 23.0 24.8 33.50 4.62 8.0 
Urine 293 1.92 5.7 24.4 0.3 7.9 23.4 2.45 
Feces 189 4.00 0.8 4.2 46.5 17.0 1.2 14.20 0.74 
Absorbed 891 2.70 21.1 29.2 6.0 6.0 23.6 19.30 3.88 
% Intake 82 40 99 88 ll 26 95 58 84 
absorbed 
Control diet Intake 1260 7.32 31.8 34.1 54.0 23.1 34.9 59.60 4.62 8.0 
+30 Gm, Urine 425 3.06 19.5 29.8 0.3 8.2 31.4 1.85 
butter/day Feces 236 4.07 2.3 4.6 51.0 14.1 2.8 28.50 0.67 
Absorbed 1024 3.25 29.5 29.5 3.0 9.0 32.1 31.10 3.95 
% Intake 81 44 93 87 6 39 92 52 86 
absorbed 
Control diet Intake 1050 §=8.59 51.6 34.3 57.0 23.3 54.8 111.70 4.62 8.1 
+90 Gm. Urine 446 2.96 26.2 30.0 0.6 68 41.5 1.30 
butter/day Feces 293 4.65 5.2 5.8 74.9 21.8 2.1 60.50 0.72 
Absorbed 757 «63.94 464 28.5 -17.9 15 52.7 51.20 3.90 
% Intake 72 46 90 86 -31 6 97 46 85 
absorbed 
Control diet Intake 1280 10.62 66.8 49.5 57.3 25.5 60.7 111.70 8.88 8.8 
+90 Gm. Urine 430 3.80 28.2 36.8 0.2 14.3 44.8 2.42 
butter +170 Feces 224 5.90 15.7 12.8 51.0 108 26 34.00 1.46 


Gm. meat/ Absorbed 1056 51.1 36.7 6.3 14.7 58.1 77.70 7.42 
day % Intake 83 45 77 74 11 58 96 67 84 
absorbed 


The metabolism periods in this and other patients here reported were four days in 
duration, stools being marked with carmine. The patients were with 1 exception (Case 2) 
placed on metabolism frames to permit separate collections of urine and feces. The analytic 
methods employed were as described in a previous publication.?, The basal diets were prepared 
from evaporated milk and sugar, providing approximately 100 calories per kilogram of which 
approximately 15 per cent of the calories were from protein, 50 per cent from carbohydrate, 
and 35 per cent from fat. The supplementary fat was supplied as melted butter, fed by 
spoon. A complete report of these experiments was published by Chung and associates, 
Pediatrics 7: 491, 1951. 


TaBLE VII. Errectr or Fat SUPPLEMENT CELIAC DISEASE* 


! PAT INTAKE FAT EXCRETION FAT ABSORBED % INTAKE 

= DIET (GM./DAY ) (GM./DAY ) (GM./DAY) ABSORBED 
Case 1 ~— Normal 29.4 3.77 25.61 87.2 
High fat 99.2 5.98 93.22 94.2 
Normal 24.2 7.99 16.21 67.0 
High fat 97.0 18.53 78.47 80.9 
Normal 24.0 2.94 21.1 87.6 
a High fat 104.3 12.11 92.2 88.4 
Case 2 Normal 34.1 4.45 29.6 87.2 
High fat 99.9 4.56 95.3 95.4 
Normal 38.4 12.08 26.4 68.7 
sigh fat 11.37 63.7 84.8 
Case 3 “Normal a 28.2 7.46 20.7 73.6 
High fat ‘114.7 22.20 92.7 80.8 

Case 6 Normal 38.8 9.91 28.9 7 
High fat 115.0 9.62 105.4 91.6 


*Data of Macrae and Morris, 1931." 
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of some digestive secretions, a process 
they attempted to reverse by giving 
fat. as well as chemical 
findings were favorable. Although 
the stools continued to show an ex- 
cess of fat for some time, the children 
put on weight and felt well and 
lively. Their coneluding comment 
may be quoted: 

These findings show why we believe that 
the therapy of avoidance ean be harmful in 
such eases and that as far as a return to 
health is eoneerned much more is to be ex- 
peeted from the therapy of use. 

The therapy of use has received 
support in other quarters. In adult 
sprue, thought by most to be an 
analogous if not an identical condi- 
tion with celiac disease, metabolic ob- 
servations both in this country’ and 
in England'* have shown improved 
fat absorption resulting from fat ad- 
ministration. 


THE JOURNAL OF PEDIATRICS 


and associates'’ adopt the principle of 
giving more of the poorly absorbed 
nutrient by mouth when it comes to 
giving potassium in diarrhea, but 
take the opposite point of view in the 
case of foods which supply calories. 

One wonders why the therapy of 
use has had so little acceptance and 
why the evidence in its favor has 
been so consistently ignored in this 
country. The answer would seem to 
be that inereased stool loss on giving 
the poorly absorbed food is obvious, 
whereas the accompanying increased 
retention requires either a chemist or 
a prolonged clinical observation to 
demonstrate. Treatment has been 
aimed at the stools rather than at the 
child himself. 

Let us turn now to the second 
foodstuff thought to be poorly toler- 
ated by the celiae—carbohydrate. Does 


TasLe VIII. Errecr or Apping Fat Curonic INTESTINAL INDIGESTION* 


STOOL FAT 
(GM./DAY ) 


DAY DIET 
4/12/21 Control 4.4 
4/13/21 Control 34 Gm. butter 6.6 
4/14/21 Control 34 Gm. butter 6.7 
4/15/21 Control 11.7 
1/16/21 Control 10.4 
4/17/21 Control 6.0 


Of 34 Gm. 
patient. 
*Data from Schick and Wagner.” 


I might point out that some of our 
most vocal opponents of the therapy 
of use in states of oral intolerance 
have shown a certain amount of in- 
consistency. Thus Andersen has re- 
peatedly held out for fat restriction 
in celiac disease, yet when it comes 
to vitamin A, a substance which is 
probably absorbed by an_ identical 
mechanism, she does not hesitate to 
give increased quantities of vitamin 
A by mouth in order to insure ade- 
quate absorption. Likewise, Darrow 


fat added, approximately 5 Gm. were extracted and 29 Gm. absorbed by the 


the therapy of use apply here, too? 
The thesis is more difficult to demon- 
strate by a balance study. We can 
measure unabsorbed fat and _ eal- 
culate fat absorption without diffi- 
culty, but we cannot do this with 
sugar. Undigested sugars ferment in 
the intestine and break down into 
products not readily measurable as 
being derived from sugar. To be 
sure, we have the sugar absorption 
eurve to guide us, but it is a most 
unsatisfactory guide. A flat sugar 
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curve may mean only that sugar is 
being more slowly absorbed, not that 
it is less completely absorbed. 

It occurred to us that sugar ab- 
sorption could be accurately meas- 
ured by using isotopically tagged 
sugar in which every carbon atom 
was so tagged. The unabsorbed de- 
graded material could then be iden- 
tified by the fecal isotopic carbon and 
the absorbed sugar determined by 
difference. I shall not go into the 
details of the procedure except to say 
that it involved a great deal of work 
on the part of a number of people. 
We were fortunate in obtaining the 
cooperation of the Brookhaven Labo- 
ratories in the preparation of one 
isotopic sugar and of Dr. Sidney 
Weinhouse of the Lankenau Research 
Institute and Dr. Leon Hellman of 
Memorial Hospital in New York for 
making some of the measurements. 
Much of the work was done by Dr. 
Olli Somersalo, a visiting fellow from 
Finland. 

The absorption of sugars in normal 
infants and children proved surpris- 
ingly complete, more than 99.8 per 
cent of glucose or sugar being ab- 
sorbed. Two subjects with celiae dis- 
ease* studied on two _ occasions 
showed absorption figures for glucose 
absorption of 99.2 per cent, 99.5 per 
cent, 99.8 per cent, and 99.9 per cent 
—in other words, not appreciably be- 
low the normals. How do we explain 
the frothy stools which these patients 
have even on simple sugars? The an- 
swer would seem to be that it takes 
very little sugar to make a lot of gas. 
I have ecaleulated that 1 Gm. of sugar 
is capable of forming 745 e.c. of CO,. 
The few bubbles of gas noticed in the 


*Studied through the courtesy of Drs. Ebbs 
and Chute at the Hospital for Sick Children 
in Toronto. 
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stool represent amounts of sugar 
which are infinitesimal and which 
from the point of view of nutrition 
can be completely ignored. 

What about starch? Our own 
studies with starch are as yet incom- 
plete. Using the iodine reaction An- 
dersen and di Sant’Agnese® have 
found that as much as 85 per cent of 
the ingested starch appears to be ab- 
sorbed by celiacs. Can we ignore 
this defect and feed starch with im- 
punity? At the present time such a 
blanket recommendation cannot be 
made. Although polysaccharide it- 
self appears to be safe to give, Dicke 
and his co-workers'® have presented 
evidence now confirmed’ that the 
cereal protein associated with flour 
may initiate a relapse. Wheat and, 
more particularly, wheat gluten have 
been blamed, and it has been claimed 
that idiopathic celiac disease is by 
and large a manifestation of idiosyn- 
crasy to wheat gluten. If we are 
dealing with a condition of food al- 
lergy, the ‘‘therapy of use’’ does not 
apply—at least it requires qualifica- 
tion, graded dosage of the offending 
food being perhaps given. But grant- 
ing that allergy to wheat protein can 
produce the picture, how often is 
this the case? I do not think we have 
adequate data to answer this question 
at the present time. I certainly do 
not have it. But from a perusal of 
the literaure, the old as well as the 
new, I find it difficult to believe that 
sensitivity to wheat gluten accounts 
for more than a small percentage of 
these cases. Sensitivity to other 
food proteins, such as potato, may, in 
some instances, be at fault. It is 
quite certain, as Herter and others 
since him have pointed out, that some 
children tolerate wheat protein well. 
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Hlowland,'* a firm believer in the dis- 
results of giving polysac- 
charide, was frank to admit that some 
patients in whom his advice had been 
disregarded, and who had been given 
farina, came back thriving. From 
published cases it is often difficult to 
decide whether a relapse following 
the addition of a cereal was due to 
sensitivity to that food or to a coin- 
cident flare-up of infection. In the 
present state of our knowledge, it 
would seem that the cereal grains and 
particularly wheat should be used 
with caution. More than a single 
trial is, however, needed to establish 
the presence of food allergy and we 
certainly need more data before we 


astrous 


can accurately assess the role of al- 
lergy in this disorder. 

In concluding my comments on the 
dietotherapy of celiac disease, | feel 
on safe ground in stating that we do 
to either fats 
sugars from the diet. No one ques- 
tions the need of adequate protein 
and vitamins. The question of sensi- 
tivity to particular foods needs to be 
studied carefully in every case and 
only those starchy foods excluded 
in which sensitivity to the associated 


not need exclude or 


protein has been clearly demon- 
strated. 
Apart from dietotherapy, anti- 


bioties, prophylactic as well as ther- 
apeutic, are indicated. There is no 
question that intercurrent infections 
are for most relapses. 
The possibility that agammaglobulin- 
emia exists in some of these cases re- 
mains to be further explored. I 
know of at least one instance in which 
this condition was found to be pres- 
ent. 


responsible 


REFERENCES 


1. Gee, S.: On the Coeliac Affection, St. 
Barthol. Hosp. Rep. 24: 17, 1888. 


10, 


11. 


THE JOURNAL OF 


. Parsons, L. G.: 


. Herter, C. A.: 


. Andersen, D. H.: 


. Talbot, 


PEDIATRICS 


Celiac Disease, Am. J. 
Dis. Child, 43: 1293, 1932. 

Intestinal Infantilism, 
New York, 1908, The Maemillan Co., 
p. 87. 

Celiac Syndrome; Re- 
lationship of Celiac Disease, Starch In- 
tolerance and Steatorrhea, J. Peptatr. 30: 
564, 1947. 


. Andersen, D. H., and di Sant’Agnese, 


P. A.: The Celiae Syndrome in Bren- 
nemann’s Pediatrics, edited by I. Me- 
Quarrie, Hagerstown, 1952, chap. 20, p. 
6, W. F. Prior Co. 

F. B.: Physiology and Pathol- 
ogy of the Digestion of Fat in Infancy. 
Am, J. Dis, Child. 1: 173, 1911. 


. Holt, L, E., Courtney, A. M., and Fales, 


H. L.: A Study of the Fat Metabolism 
of Infants and Young Children, Am. J. 
Dis. Child, 17: 241, 423, 1919. 


. Earlier references to starch indigestion 


will be found in: 


(a) Heeht, A. F.: Die Faeeces des 
Siiuglings und des Kindes, Berlin 
and Vienna, 1910, Urban &«& 
Schwartzenberg. 

(b) Czerny, A., and Keller, A.: Des 
Kindes Ernihrung. Erniihrung- 
stérungen und Ernihrungstherapie, 
ed. 2 Leipzig, 1928, Franz Deuticke. 

Subsequent papers of interest are the 


following: 

(ec) Simehen, H.: 
verdauung, Arch, 
6, 1924. 
Andrejew, S., and Georgiewsky, 8.: 
Ueber die Abhingigkeit der fer- 
mentivers Fihigkeit des Darmsaftes 
von der Art der Nihrung; das amyl- 
olytische Ferment, Arch. ges. 
Physiol. 230: 33, 1932. 

Bespaloff, M.: Etude de la diges- 
tion des Farineaux chez le Nour- 
risson, Nourrisson 20: 352, 1932. 
Armand-de-Lille, P. F.: Harben 
Lectures; Problems of Nutrition 
and Growth: Digestion of Starch; 
Role of Vitamins; Light and Helio- 
therapy in Nutrition, J. State Med. 
43: 683, 1935. 

Chung, A. W.: The Effect of Oral 
Feeding at Different Levels on the 
Absorption of Foodstuffs in Infan- 
tile Diarrhea, J, Pepiat. 33: 1, 1948. 
Chung, A. W., and Viscorova, B.: 
The Effect of Early Oral Feeding 
versus Early Oral Starvation on the 
Course of Infantile Diarrhea, .J. 
Pepiat. 33: 14, 1948. 

Chung, A. W., and Holt, L. E., Jr.: 
The Role of Oral Feeding in Infan- 
tile Diarrhea, Pediatrics 5: 421, 
1950. 
Haas, S. V.: 
13: 390, 1938. 
Macrae, O., and Morris, N.: Metabolism 
Studies in Celiac Disease, Arch. Dis. 
Childhood 6: 75, 1931. 


Studien iiber Mehl- 
Kinderheilk. 75: 


(d) 


(e) 


(f 


(b) 


Celiae Disease, J. Peptar. 


| | 
“a 
3 
= 


HOLT: CELIAC DISEASE—WHAT IS IT? 379 


12. Schick, B., and Wagner, R.: Ueber eine 16. Dicke, W. K., Weijers, H. A., and Van 


Verdauungstérung jenseits des Kinde- de Kamer, J. H.: Celiae Disease. II. 
salters. I., Ztschr. Kinderheilk, 30: 223, The Presence of a Wheat Factor Hav- 
, IWe2l; IL, Thid. 35: 263, 1923. : ing a Deleterious Effect in Cases of 
13. Bassett, S. H., and others: Metabolism Celiac Disease, Acta paediat. 42: 34, 
in Adult Steatorrhea, J. Clin, Invest. 1953 ; 


18: 101, 1939, _ 
14. Black, D. A. K., Fourman, L. P. R., and = 17. Sheldon, W., and Lawson, D.: The 
Trinder, P.: Fat Absorption in Tropical Management of Celiac Disease, Lancet 


Sprue, Lancet 1: 574, 1946. 2: 902, 1952. 

15. Darrow, D. C., and others: Disturbances 18. Howland, J.: Prolonged Intolerance to 
of Water and Electrolytes in Infantile Carbohydrates, Tr. Am, Ped. Soe, 33: 
Diarrhea, Pediatries 3: 129, 1949, 11, 1921. 


-lIn Account of an Hemorrhagic Disposition exisiing in certain Families. 
By John C. Otto, M.D., of Philadelphia 


About seventy or eighty years ago, a woman by the name of Smith, settled in the 
vicinity of Plymouth, New Hampshire, and transmitted the following idiosynerasy to her 
deseendants. It is one, she observed, to which her family is unfortunately subject, and had 
been the source not only of great solicitude, but frequently the cause of death. If the least 
seratch is made on the skin of some of them, as mortal a hemorrhagy will eventually ensue 
as if the largest wound is inflicted. The divided parts, in some instances, have had the 
appearance of uniting, and have shown a kind disposition to heal; and, in others, cicatrization 
has almost been perfect, when, generally about a week from the injury, an hemorrhagy takes 
place from the whole surface of the wound, and continues several days, and is then succeeded 
by effusions of serous fluid; the strength and spirits of the person become rapidly prostrate ; 
the countenance assumes a pale and ghastly appearance; the pulse loses its force, and is 
increased in frequency; and death, from mere debility, then soon closes the scene. Dr. 
Rogers attended a lad, who had a slight eut on his foot, whose pulse ‘‘ was full and frequent’’ 
in the commencement of the complaint, and whose blood ‘‘seemed to be in a high state of 
efferverscence.’’ So assured are the members of this family of the terrible consequences 
of the least wound, that they will not suffer themselves to be bled on any consideration, 
having lost a relation by not being able to stop the discharge occasioned by this operation. 

It is a surprising circumstance that the males only are subject to this strange affection, 
and that all of them are not liable to it. Some persons, who are curious, suppose they can 
distinguish the bleeders (for this is the name given to them) even in infancy; but as yet 
the characteristic marks are not ascertained sufficiently definite. Although the females are 
exempt, they are still capable of transmitting it to their male children, as is evidenced by 
its introduction, and other instances, an account of which I have received from the Hon. 
Judge Livermore, who was polite enough to communicate to me many particulars upon this 
subject. This fact is confirmed by Drs. Rogers and Porter, gentlemen of character residing 
in the neighbourhood, to whom I am indebted for some information upon this curious dis- 
position. When the cases shall become more numerous, it may perhaps be found that the 
female sex is not entirely exempt, but, as far as my knowledge extends, there has not 
been an instance of their being attacked. 

Dr. Rush has informed we, he has been consulted twice in the course of his practice 
upon this disease. The first time, by a family in York, and the second, by one in Northampton 
county, in this state. 2 

Tue Mepical Repository, Vou. VI, New York, 1803. 


i 
4 


INTERSTITIAL PLASMA CELL PNEUMONIA 


S. Davin SternBerRG, Captain MC, USA,* 
JosepH H. RosentHat, First MC, USA 


LTHOUGH many cases of inter- 

stitial plasma cell pneumonia have 
been reported in the European litera- 
ture since 1938, the first reeognized 
case in the United States was reported 
only two months ago by Lunseth, 
Kirmse, Prezyna, and Gerth.’ As it 
is now known to oceur here, it becomes 
neeessary for American pediatricians 
to familiarize themselves with the elin- 
ical picture of this unusual disease of 
infaney. For this reason, we are pre- 
senting a clinical discussion of the con- 
dition based on four eases observed at 
the U.S. Army Hospital, Bad Cann- 
statt, Germany. All of our patients 
survived, although the mortality in 
some series of reported cases has been 
as high as 50 per cent. All oeceurred 
in German infants who had_ been 
adopted by American personnel from 
Kinderheimer. Three came from one 
of these orphan homes where there 
were epidemics of the disease in 1953 
and 1954. 

When the first child was seen in the 
early winter of 1953, both doctors and 
nurses agreed that this was a different 
type of respiratory illness. We had 
not seen this type of illness before. A 
search of the literature brought to 
light the recent artiele on this sub- 
ject by Deamer and Zollinger,? and 
after consulting several German 
pediatricians in the area and review- 
ing some of the European liter- 
ature, no doubt remained that these 
were cases of interstitial plasma cell 
pneumonia. 
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CASE REPORTS 


Case 1—A 10-week-old white fe- 
male child was admitted to the U.S. 
Army Hospital, Bad Cannstatt, on 
Nov. 9, 1953, with a history that seven 
days before admission the mother be- 
gan to notice difficulty in breathing 
and some blueness about the mouth. 

Two weeks before admission the 
child had had some episodes of projec- 
tile vomiting. While visiting another 
German city in the week before admis- 
sion, there had been some dry cough- 
ing and vomiting for which the child 
was treated with elixir of Benadryl. 
Before this treatment, however, it was 
noted that the child was drowsy and 
that the child’s daily intake of formula 
was much reduced. 

Past history revealed that the child 
was adopted from a German Kinder- 
heim in Bavaria. The birth weight 
was 4,000 grams. Preadoption physi- 
cal and roentgenographie examinations 
at this installation by one of us 
(S.D.S.) were normal on Sept. 30, 
1953, when the child was 6 weeks old, 
but the weight had dropped to 3,600 
grams. On October 13 the weight was 
3,900 grams and the physical exam- 
ination was negative. On the day of 
admission the weight was 4,100 grams. 

Physical examination revealed an 
acutely and gravely ill child with 
marked dyspnea, tachypnea, and 
sternal retractions. There was a gen- 
eralized grayish cyanosis with a mark- 
edly anxious expression on the face. 
There was no elevation of tempera- 
ture. The lungs were clear to auscul- 
tation and pereussion. The rest of the 
physical examination was negative. 

Course in the hospital: A lumbar 
puncture was negative. An electrocar- 
diogram showed sinus tachyeardia. A 
roentgenogram of the chest revealed 
diffuse bilateral pulmonary infiltra- 
tions (Fig. 1). 


il 


STERNBERG AND ROSENTHAL: 


The child was placed in oxygen mist 
and started on penicillin and Aureo- 
mycin. In oxygen the baby’s color 
improved. The next day a few in- 
spiratory rales were heard bilaterally. 
The color was good in oxygen but the 
infant became very cyanotic imme- 
diately upon taking her out of the 
tent. She was able to take 3 to 5 
ounces of formula, with no vomiting. 
On November 11 the baby became 
worse. The color in oxygen was not 


good despite the fact that the oxygen 
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Aureomyein, gamma globulin, and 
ACTH. By November 15 the child 
was getting very restless, and, because 
it was feared that heart failure might 
ensue, the baby was placed on digi- 
talis. By November 17 the baby was 
eating better but rales were present 
throughout the chest. Three days later 
the chest was filled with rales and 
the baby looked worse. On that day 
the roentgenogram looked its worst 
(Fig. 2), and the _ roentgenologist 
found it difficult to determine whether 


Fig. 1. Fig. 2 
Fig. 1.—Diffuse hazy, milklike infiltration throughout both lung fields with the peripheral 
parts of the lower lung fields ing relatively clear. These findings are characteristic of 


acute interstitial plasma cell pneumonia. 


fields still remain relatively clear. Case 


was running at 15 liters per minute 
with moisture. There were marked in- 
spiratory retractions and expiratory 
grunts, and it was quite apparent that 
there was an obstruction of breathing, 
probably at the alveolar level. At this 
point it was decided to add gamma 
globulin and ACTH to the therapeutic 
regimen. On November 13 the baby 
looked a little better. The breathing 
was still labored, however, and there 
was still a great deal of retraction of 
the chest, but on auscultation the air 
exchange seemed better. The baby 
could take 24 ounces of formula a day. 
At this time the therapy consisted of 
oxygen, high humidity, penicillin, 


Case 1. 
Fig. 2.—Further extensions of process seen in Fig. 1. 


The peripheral parts of lower lung 


the lung infiltrations were of pul- 
monary or cardiae origin. Streptomy- 
cin was added to the therapy. Supple- 
mentary clyses were given because of 
diminished oral intake. Aminophyl- 
line suppositories were used for super- 
imposed wheezing. The baby was seen 
by the ecardiae consultant who felt that 
there was no primary heart disease, but 
that all therapeutic measures, inelud- 
ing the digitalis, should be continued. 
PPD Nos. 1 and 2 were negative. By 
November 23 the condition gradually 
had improved to a point where the in- 
fant could be seen sucking her fingers. 
Aureomyecin was supplemented by 
erythromycin because a resistant or- 
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ganism had grown out. The chest con- 
tinued to show retraction and bilateral 
rales, but the child slowly began to im- 
prove. Stool studies for tryptie ae- 
tivity were positive. 

On December 8 solid food was 
started and the baby could remain 
out of oxygen without cyanosis during 
the feeding. By December 10, when 
the weight was 4,050 grams, she was 
eating very well and could remain out 
of oxygen without eyanosis for ten 
minutes. However, there was still re- 
traction of the chest and rales were 
heard. By December 22 it was noted 


that the child was coughing more and 
expectorating little plugs of mucus. 


Fig. 3.—The lung fields have completely 
cleared, leaving a residual fibrosis in both 
lower pericardiac areas. Case 1. 


By Jan. 5, 1954, there was marked 
clearing of the lung fields both on 
roentgenogram and physical examina- 
tion, and there were no more rib re- 
tractions. Digitalis and aminophyl- 
line were discontinued, and on Jan- 
uary 12 the erythromyein was omitted. 
By February 1, except for sporadic 
rales, the chest was essentially clear, 
the weight was 5,500 grams, and be- 
cause the child was eating so well and 
had been out of oxygen with good color 
for over one week, it was decided to 
send the child home with follow-up 
examinations in the outpatient depart- 
ment. At this time, however, the 
roentgenogram showed streaking in 
the right paracardiae area. 
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Laboratory investigations on Nov. 
13, 1953, revealed white blood count 
12,900, neutrophils 68 per cent, lymph- 
oeytes 28 per cent, monocytes 4 per 
cent, red blood count 3.9 million, hemo- 
globin 11.3 grams. On Dee. 14, 1953, 
the white blood count was 26,750, neu- 
trophils 58 per cent, lymphocytes 31 
per cent, monocytes 6 per cent, eosino- 
phils 3 per cent, bands 2 per cent. Red 
blood count was 4.2 million, hemoglo- 
bin 12.7 grams. Urinalysis revealed 
no abnormalities. Neither fungi nor 
tubercle bacilli grew from the sputum. 
On admission, nose culture showed 
Staphylococcus aureus nonhemolyticus, 
with no growth from the throat culture 
after twenty-four hours. On Nov. 24, 
1953, a Staph. aureus hemolyticus was 
grown from the throat eulture which 
was resistant to both Aureomyein and 
penicillin. 

Subsequent course: The child was 
seen many times in the outpatient de- 
partment, and at the time of the last 
examination there was still an ocea- 
sional rile heard in the right upper 
chest. On May 15, 1954, there were 
still ‘‘streaks of inereased density in 
both lower lung fields . . . which are 
believed to be the residua of an old 
inflammatory process’’ (Fig. 3). By 
June 3 physical examination was es- 
sentially negative. The weight was 
8,750 grams, and the child was doing 
well. 

Comment.—The prolonged clinical 
course and the clinical appearance of 
the child throughout the illness first 
drew our attention to the possibility 
that we were dealing with a ‘‘new en- 
tity.’” Exeept for the high humidity 
oxygen therapy, none of the thera- 
peutic measures seemed to have any 
definite effect on the course of the dis- 
ease. The digitalis was possibly effee- 
tive in preventing heart failure second- 
ary to diffuse lung disease. 


CasE 2.—A 3-month-old white fe- 
male child was admitted to the U.S. 
Army Hospital, Bad Cannstatt, on 
May 24, 1954, with a history of ano- 
rexia of one week’s duration. A few 
days before hospital admission this 
child seemed to grunt a great deal and 
had a bluish color about the mouth. 
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STERNBERG AND ROSENTHAL : 

She was adopted from the Waib- 
lingen Kinderheim (Stuttgart area) 
with her twin sister (Case 3). The 
birth weight was 2,000 grams, and at 
the time of her joining her new family 
three weeks before admission, the child 
weighed 3,650 grams. No routine adop- 
tion procedure had been done; there- 
fore, no previous roentgenographie re- 
port was available. 

Physical examination revealed a mal- 
nourished child with a grayish eyano- 
sis all over the body. The rectal tem- 


INTERSTITIAL PLASMA CELL PNEL 


TMONIA 3383 


tory rate went up to 50 per minute 
and marked sternal retractions were 
noted, the child was put in oxygen mist 
and treated with penicillin, Aureomy- 
cin, and streptomycin. On the third 
hospital day, tube feedings were begun 
with an indwelling polyethylene tube. 
On June 1 the roentgenogram revealed 
progression (Fig. 5). On June 3, with 
no cough or fever, some rales were first 
heard. By June 6 the condition was 


improved. The child was taking oral 
feedings, 


respiration was easier, and 


Fig. 4. 


Fig. 5. 


Fig. 4.—Characteristic extensive infiltration with relative sparing of the lower peripheral 


lung fields. Case 2. 


5.—Extensions of process in Fig. 4 with maintenance of clear areas in lower peripheral 


at fields. The similarity 
perature was 98° F. The respirations, 
at a rate of 40 per minute, were not 
especially labored. The weight was 
3,650 grams. There were no menin- 
geal signs. The heart and lungs were 
normal to auscultation and percussion. 

Course in the hospital: The child 
was admitted as a feeding problem. 
Later that day, a roentgenogram re- 
vealed diffuse areas of increased den- 
sity in both upper lung fields and in 
the medial portion of both lower lung 
fields (Fig. 4). Parenteral fluids were 
required because shortly after admis- 
sion the child became markedly dsyp- 
nei¢ and could not eat and breathe at 
the same time. Beeause the respira- 


of these findings from case to case is striking. 


Case 2 


Fig. 6.—The fields have completely 


lung 
cleared except for some residual streaking in 


both upper lobes. Case 2 
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the streptomycin was omitted. By 
June 12 the roentgenogram showed im- 
provement but was still not completely 
clear, although the physical examina- 
tion of the lungs was completely nega- 
tive. Five days later the penicillin 
was discontinued. On June 29 the 
Aureomycin was stopped and the child 
did very well out of oxygen. On July 
6 the roentgenogram (Fig. 6) showed 
that the lung fields had cleared almost 
completely except for some residual 
streakings in both upper lung fields. 
On July 11 the weight was 5,250 grams, 
and the child was doing so well that 
she was discharged to be followed in 
the outpatient department. 


Fig. 


Fig. 7.—It can be 
previous two cases with diffuse hazy, 
peripheral parts of both lower lobes. 
lung tissue, this infant 


on routine chest film. Case 3. 


Fig. &8.—The lung fields have completely cleared. 


Laboratory investigations on admis- 
sion revealed white blood count 20,350 
with a normal differential count. The 
red blood count was 4.95 million, hemo- 
globin 11.5 grams. Urine examination 
was negative. There was no growth 
from the throat culture after forty- 
eight hours. On May 27, the white 
blood count was 15,000 with a normal 
differential count. Staph. aureus non- 
hemolyticus was grown on a repeat 
throat culture. On July 7 the white 
blood count was 15,550 with 18 per 
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cent neutrophils, 73 per cent lympho- 
cytes, 5 per cent monocytes, 2 per cent 
eosinophils, 2 bands, red blood count 
4.0 million and hemoglobin 11.2 grams. 
Stool examinations for tryptic activity 
were positive after the child was dis- 
charged from the hospital. PPD Nos. 
1 and 2 were negative. 

Subsequent course: A final roent- 
genogram made on August 6. still 
showed some streaks in the right lower 
lung field. On August 25 the infant’s 
weight was 7,000 grams. She was do- 
ing very well and physical examination 
was negative. 

Comment: It is interesting to note 
the lack of respiratory symptoms and 


Fig. 8. 


readily seen that this chest roentgenogram is similar to that of the 
milklike 
Despite this x-ray evidence of extreme involvement of 
was completely asymptomatic and the disease was discovered only 


infiltrations in both lung fields sparing the 


Case 3. 


the negative physical examination in 
contrast to the remarkable amount of 
chest infiltration shown by roentgeno- 
gram at the time of admission. Two 
German physicians, Dr. Weysser from 
the Birkenwaldstrasse Kinderklinik 
and Dr. Busse of the Robert-Boseh- 
Krankenhaus were called in consulta- 
tion. After hearing the history and 
reviewing the roentgenograms, both 
immediately coneurred in the diagno- 
sis of interstitial plasma cell pneu- 
monia. 
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STERNBERG AND ROSENTHAL: 


Case 3 (twin sister of Case 2).— 
Because the twin sister had been ad- 
mitted to the U.S. Army Hospital, Bad 
Cannstatt, on May 24, 1954, this child, 
at the request of the parents, was ex- 
amined on May 27, 1954, and was 
found to be perfectly normal. How- 
ever, to the astonishment of the physi- 
cian, the roentgenogram showed dif- 
fuse bilateral lung infiltration very 
similar to the roentgenogram of the 
clinically ill twin (Fig. 7). 

This 314-month-old white female 
child had also joined her new family 
from the Waiblingen Kinderheim some 
three weeks before her twin had been 
admitted. This child, who was about 
3,200 grams at birth, showed no ab- 
normal clinical signs whatsoever, while 
the twin sister, whose birth weight was 
2,000 grams, did manifest anorexia, 
grayish cyanosis, and respiratory dif- 
ficulties at the time of admission. Yet 
both had similar roentgenogram 
studies. 

Laboratory investigations revealed 
white blood count 15,000 with 24 per 
cent neutrophils, 63 per cent lympho- 
cytes, 8 per cent monocytes, 5 per cent 
eosinophils, red blood count 4.0 million, 
hemoglobin 12.1 grams. PPD Nos. 1 
and 2 were negative. Serology was 
negative. Staph. aureus hemolyticus 
and beta hemolytie streptococcus were 
grown on a throat culture. Stool speci- 
mens showed positive tryptie activity. 
Three stools for ova and parasites were 
negative. 

Subsequent course: The child re- 
mained perfectly normal and gained 
weight, and the roentgenogram on 
June 15 (Fig. 8) showed complete res- 
olution. 

Comment: We believe that it is pos- 
sible to contract this disease, show a 
diffuse roentgenographie involvement, 
run a full course, and at no time have 
an outward indication of ill health. 
Furthermore, we were impressed by 
the fact that the premature twin (Case 
2) developed the clinical picture, while 
the asymptomatic course was run by 
the heavier, presumably stronger, in- 
fant. 


INTERSTITIAL PLASMA CELL PNEUMONIA 


385 


CasE 4.—A_ 314-month-old white 
male child was admitted to the U.S. 
Army Hospital, Bad Cannstatt, on 
June 1, 1954, because of anorexia, re- 
spiratory distress, and cyanosis about 
the mouth. 

The child vomited a bit two weeks 
before admission but improved on a 
cola syrup regimen. There had been 
anorexia one to two weeks previously. 
Four days before admission the child 
was eating very poorly, developed 
heavy, labored breathing, and had a 
blue color about the mouth. 

Past history revealed that this child 
was born of German parents on Feb. 
15, 1954 (birth weight not known). 
He was sent to the Waiblingen Kinder- 
heim some seven weeks before admis- 
sion. The child joined his new family 
when he was 9 weeks of age, and on 
the routine adoption procedure on 
April 28, when he was 10 weeks of 
age, the physical examination, inelud- 
ing the roentgenographic examination, 
was completely negative. Weight on 
May 12 was 5,000 grams. 

Physical examination: On admis- 
sion the weight was 4,550 grams, tem- 
perature 102° F., respirations 50 per 
minute and shallow. The child had an 
anxious expression on his face, and 
there was a generalized grayish eyvano- 
sis. The lungs were clear to ausculta- 
tion and percussion, and the rest of 
the physical examination was negative. 
However, because we had seen the 
three previous cases of interstitial 
plasma cell pneumonia, the child pre- 
sented a classical history, and as he 
eame from the Waiblingen Kinder- 
heim, a presumptive diagnosis of inter- 
stitial plasma cell pneumonia was made 
before the roentgenogram was taken. 

Roentgenographiec examination of 
the lungs on admission showed bilat- 
eral diffuse hazy infiltrations (Fig. 9). 
The child was placed in oxygen mist 
and was put on penicillin and strepto- 
mycin. By June 2 the child was afe- 
brile and taking 1 to 3 ounces of form- 
ula every three hours. At this time 
rales were heard in the lungs which 
persisted for several days. A week 
later the lungs were clear, the child 
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was cating well, and the Aureomyein Laboratory investigations revealed 
was stopped. However, the roentgeno- white blood eount 16,700, 35 per cent 
zram looked much worse (Fig. 10). neutrophils, 56 per cent Iymphoeytes, 
By June 17 the child was able to be 3 per cent monocytes, 5 per cent eosino- 
out of oxygen. Penicillin was diseon- phils, 1 band, red blood count 4.1 mil- 
tinued. There was a slow, generalized, lion, hemoglobin 13.9 grams. On July 
progressive clearing of the roentgeno- 7 the white blood count was 19,900, 
gram. On July 2 (Fig. 11), there were 18 per cent neutrophils, 76 per cent 


Fig. 11. 


Figs. 9, 10, and I1.—These illustrations are included to show further the remarkable similarity 
of the chest roentgenograms in cases of acute interstitial plasma cell pneumonia. Case 4 


only some residual markings in the lymphocytes, 2 per cent monocytes, 2 
left upper lung field. On July 7 the per cent eosinophils, 1 per cent baso- 
weight was 6,400 grams. The child phils and 1 band, red blood count 4.71 
was eating well, and it was decided to million, hemoglobin 15.4 grams. Urine 
discharge him for further observation examination was negative. Staph. 
in the outpatient department. aureus hemolyticus was grown from a 


4 
Fig. 9. Fig. 10. 
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nose culture and alpha hemolytie strep- 
toeoecus from the throat culture. 
Stools, collected after the child went 
home, were positive for tryptie ac- 
tivity. PPD Nos. 1 and 2 were nega- 
tive. 

Subsequent course: The child was 
seen on Aug. 6, 1954. The weight was 
7,300 grams. He was eating well. 
Physical examination was completely 
negative. There were still some minor 
markings in the left upper lung field 
on the roentgenogram. 

Comment: By the time this patient 
came to the hospital we were aware of 
the entity of interstitial plasma cell 
pneumonia and were on the lookout 
for it. We were therefore not too 
surprised when an adopted German 
child from the Waiblingen Kinder- 
heim, admitted to the hospital with a 
two weeks’ feeding problem, developed 
respiratory difficulties and cyanosis, 
with a negative physical examination 
and a marked hazy pulmonary infiltra- 
tion on roentgenogram. 


DISCUSSION 


The following is principally a elin- 
ical description of the disease, which is 
a composite of our experience, what 
we could learn from the European 
literature, and our many discussions 
with German pediatricians in this 
area. 

Incidence.—The true incidence of 
interstitial plasma cell pneumonia is 
unknown, principally because abso- 
lute diagnosis is impossible, save for 
pathological sections. In addition, the 
disease may not be recognized because 
of the insidious and gradual onset with 
few symptoms referable to the lungs, 
and the possibility of sudden death 
shortly after hospitalization. Finally, 
there seem to be all levels of clinical 
manifestations from the gravely ill pie- 
ture presented by Case 1 to the asymp- 
tomatic Case 3. Between 1941 and 
1949° there were 707 cases reported 
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from Switzerland with a population of 
seven million. Of this number there 
was a 22 per cent mortality. In cer- 
tain hospitals interstitial plasma cell 
pneumonia mortality rates have been 
as high as 50 per cent.’ Gormsen’® 
reports a mortality rate from 13 per 
cent to 66 per cent. Death is usually 
due to asphyxia, as there is a progres- 
sive involvement of more and more 
alveoli. Interstitial plasma cell pneu- 
monia seems to strike premature and 
dystrophic mature infants, usually be- 
tween 6 weeks and 4+ months of age. 
Our youngest patient was 214 months 
of age, our oldest 314 months, with the 
average age at the time of hospitaliza- 
tion 3 months. Freudenberg and 
Tobler® emphasize the constitutional 
factors in this illness since interstitial 
plasma cell pneumonia tends to oceur 
toward the end of the first three 
months of life, the time at which ma- 
ternal antibodies disappear from the 
blood. However, attempts at prophy- 
laxis with human gamma globulin have 
shown no results. 

Etiology—Kosenau® states that of 
his twenty-five cases in a period of ten 
years, only three infants came from 
their homes, while all the others de- 
veloped their diseases in the hospital 
or came from other hospitals. Seven- 
teen of these patients were premature, 
and eight were mature but dystrophie. 
Some authors have implicated a proto- 
zoan, Pneumocystis carinii, as the eti- 
ological factor, others have suggested 
a yeast. Blastomycosis pulmonum in- 
fantum, and still others a pneumo- 
tropie virus. In 1952, Hallauer used 
pieces of lungs of twelve infants who 
died of interstitial plasma cell pneu- 
monia, in an attempt to transmit a 
viral agent in chick embryos and ani- 
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mals. In his opinion, it seems at least 
possible that the persistent passage of 
a pneumonia-producing agent could be 
obtained in chick embryos. The oceur- 
rence of a spontaneous interstitial 
pneumonia in the experimental ani- 
mals used confused the issue.2 How- 
ever, Hallauer states that the sera of 
two mothers of infants who had sue- 
cumbed to the disease possessed (com- 
pared to controls) a definite and prob- 
ably significant protective activity. 
Deamer and Zollinger? state that the 
evidence favoring a viral rather than 
a bacterial etiology is chiefly nega- 
tive, as it consists of the failure to eul- 
ture bacterial pathogens, the seeming 
lack of antibioties and 
chemotherapy, and the almost com- 
plete lack of polymorphonueclear re- 
sponse, except in the case of secondary 
infection, 
reported on thirty-six cases of the dis- 
ease, and in ten eases where the lung 
was cultured, eight were negative, EF. 
coli was grown on one, and on the 
other, Bacillus paracoli. Petersen*® be- 
lieves the etiological agent to be a 
Blastomycosis infantum 
and has based his therapy on this 
(acet- 
vlated) intravenously as a fungicidal 


response to 


Finnish investigators’ have 


pulmoniiom 
supposition, using vitamin K, 


agent. 

Petersen includes roentgenograms of 
two cases in his article whieh show an 
almost complete resolution of the pneu- 
monia after four days of such treat- 
ment. He traces the history of vita- 
min K, stressing the fact that the syn- 
thesis of vitamin K was accomplished 
in 1940, and at that time was used as 
a conserving agent in the food industry 
against spore organisms. 

Predisposing Causes. — Classically, 
the disease has a predileetion for pre- 
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mature infants, although relatively 
mature, but dystrophic infants may 
also be affected. It is interesting to 
note, however, that Kosenau® reports 
a mortality rate doubly as high in pre- 
mature as in the mature group, and 
states that with increasing weight the 
chanee for survival increases. Gorm- 
sen’? attributes the particular histo- 
logical picture to low resistance and 
hypoproteinemia, especially of gamma 
globulin. Petersen*® points out that in 
his eclinie more cases of interstitial 
plasma cell pneumonia are being seen 
in the fairly mature infant and in the 
age group past 3 to 4 months. He re- 
ports that most of these children are 
sent to the hospital with the diagnosis 
of liver disease, and not interstitial 
plasma cell pneumonia. He mentions 
an outbreak of infectious hepatitis in 
post-partum women and raises the 
question of its possible relationship to 
a subsequent epidemic of interstitial 
plasma cell pneumonia some weeks 
later among the children of these 
women. He noted that the first epi- 
demic of interstitial plasma cell pneu- 
monia in the Jena Hospital in 1950 
occurred at the same time that there 
was a rise in the infectious hepatitis 
rate. Petersen claims that there is a 
predisposing factor, probably in the 
form of a damaged liver, which may 
also be due to a virus infection, that so 
weakens the mature infant, so that the 
picture of interstitial plasma cell pneu- 
monia may develop. 
Incubation Period.—Most 
claim a period of four to six weeks 
between exposure and the clinically 
recognizable state. Dr. Pampel, pedi- 
atrician of the Waiblingen Kinder- 
heim, which supplied three of our 
cases, believes the above time interval 
to be true, because he has discharged 


reports® 
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children in apparently good health 
from the Kinderheim, only to see them 
return from their homes three to four 
weeks later with clinical manifesta- 
tions of the disease. It is also to be 
noted that the patient in our Case 1 
had normal physical and roentgeno- 
graphie examinations five weeks before 
hospital admission. In addition, the 
patient in Case 4 left the Kinderheim 
at 9 weeks of age, had normal physical 
and roentgenographie examinations at 
10 weeks of age, and entered the hos- 
pital at 14 weeks of age with a two 
weeks’ history of illness. 
Pathology.—Grossly, the lungs are 
pale, gray, and heavy, and contain 
little air. They do not collapse when 
the thorax is opened.2 Only small 
areas near the anterior surface of the 
upper and middle lobes have air-filled 
alveoli. Frequently there is mediasti- 
nal emphysema, and occasionally a 
spontaneous pneumothorax. Micro- 
seopically, there is an interstitial pul- 
monary infiltration by mononuclear 
cells which closely resemble plasma 
cells, and there is also an alveolar 
exudate. There are no inclusion bodies. 


Clinical Features: History—Of our 
four cases, one patient was asympto- 
matic. The other three gave one to two 
weeks’ history of gastrointestinal upset, 
manifested especially by anorexia, di- 
minished formula intake, vomiting, and 
weight loss. The respiratory difficulty 
and grayish cyanosis manifested them- 
selves only just before admission or 
soon after entrance into the hospital. 
None of our patients coughed to a 
great extent. Only one patient had a 
temperature elevation and this, we be- 
lieve, was due to dehydration, for it 
was corrected within twelve hours with 
adequate fluid intake. Dr. Pampel* of 
the Waiblingen Kinderheim told us of 
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some thirty patients with interstitial 
plasma cell pneumonia whom he ob- 
served in the spring of 1953 and of 
whom about 50 per cent died. At first, 
these children manifested only loss of 
appetite and listlessness, with no fever 
or cough. Slowly increasing dyspnea 
was noted. The chest flanks began to 
move heavily, and the abdomen was re- 
tracted. Finally cyanosis ensued. 
Deamer and Zollinger? emphasize early 
restlessness and interference with the 
usual feeding habits which may be 
noted by an experienced nurse or which 
may be completely overlooked. Grad- 
ually tachypnea begins, and a bluish 
color is noted about the eyes and 


mouth. There is usually no fever or 
cough. At times, there is no weight 
loss. The tachypnea changes to dysp- 


nea with prominent flank movements 
and abdominal breathing. Finnish in- 
vestigators® state that rhinitis and 
diarrhea were prominent early symp- 
toms, as well as anorexia, in their eases. 
These may precede the picture of 
pulmonary difficulty by as much as one 
month. They emphasize a respiratory 
rate of 70 to 100 or more as pale 
cyanosis is noted late in the disease. 
Gormsen'® stresses a rise in respiratory 
rate to from 80 to 120 as the most 
reliable clinical sign. It is to be noted 
that the initial phase of the disease 
may, on the other hand, be so gradual 
that illness in the child is overlooked 
until two or three days before death, 
which may come rather suddenly.? Two 
hints for early diagnosis are cited: 


1. Make a routine roentgenogram in 
an institution where there has been a 
known case of interstitial plasma cell 
pneumonia, because this is very often 
positive before clinical symptoms ap- 
pear. 
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2. Tobler considers a_ respiratory 
vate of over 40 to 50 per minute for 
premature infants during sleep as sus- 
picious. In this way one could pos- 
sibly discover very early or late mild 
eases of this disease, which otherwise 
might not have been brought to light. 

Physical examination® may be 
negative as in Case 3, but usually by 
the time the child is admitted to the 
hospital or shortly thereafter, there is 
noted an anxious expression on the 
face, perspiration, a generalized gray- 
ish cyanosis, tachypnea, dyspnea with 
sternal retraction, and heavy flank 
movements. There is usually no fever. 
Auseultation and percussion of the 


Diagram 1.—A schematic illustration of the 
typical distribution of the infiltration in acute 
interstitial plasma cell pneumonia. This in- 
filtration is characteristically hazy milklike in 
appearance and involves both upper lobes and 
the pericardiac parts of the lower lung fields, 
leaving a relatively clear area visible on the 
roentgenogram in the peripheral parts of the 
lower lobes. 


lungs are usually negative, in marked 
contrast to the well-developed roent- 
genographic findings. times, 
showers of rales may appear later in 
the disease. 

Roentgenographic  Examination.— 
The point we wish to especially em- 
phasize is that practically without ex- 
ception the roentgenographie picture 
is similar from case to case. The uni- 
formity lies in (a) the character and 
(b) the distribution of the infiltration. 
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In all of our eases there was a con- 
fluent, hazy, milklike opacity, spread- 
ing from the hilum to the periphery. 
These findings were bilateral in all 
cases. The picture progresses to al- 
most full involvement of both lungs 
and the most advanced roentgeno- 
graphie picture may appear when the 
child seems to be getting better clini- 
eally. Usually the peripheral parts 
of both lower lung fields are the least 
involved (Diagram 1). Slowly over a 
period of three weeks to three months, 
the roentgenograms in our cases 
cleared. However, as much as five to 
six months later, fibrotie residual 
streaking could still be seen. 

Laboratory Examination—In_ our 
cases, there was a definite leukocytosis 
of between 15,000 and 20,000, with a 
normal differential. No definite patho- 
gens grew out on nose and throat cul- 
tures. Sedimentation rates were 
not done. Tryptie activity was posi- 
tive in the stools. PPD I and II were 
negative. These negative laboratory 
findings usually agree with the general 
experience.” Teecilazich’ noted an 
inereased white blood count in his cases 
and also reported elevated sedimenta- 
tion rates. 

Differential Diagnosis.—Interstitial 
pneumonias may be viral, rickettsial, 
protozoal, or fungal in origin." 
other definite interstitial pneumonia is 
the pneumonia alba of syphilis. Be- 
sides these there are certain pneu- 
monias of uncertain etiology but which 
ean be definitely diagnosed on clinical 
or morphological grounds such as (a) 
acute diffuse interstitial fibrosis, (b) 
Loeffler’s pneumonia, (¢) atypical 
pneumonitis, and, finally, (d) a type 
of disease entity such as interstitial 
plasma cell pneumonia or viral pneu- 
monia of infants. 


= 
ANY 
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Wolman and associates"! reported on 
cases of giant cell pneumonia in in- 
fants and that interstitial 
plasma cell pneumonia and giant cell 
pneumonia are similar both clinically 
and pathologically in all respects, ex- 
cept one, namely, the presence of giant 
cells in the latter. The authors be- 
lieve that the relative intensity of the 
vascular changes in interstitial pneu- 
monias of children, the amount and 
character of the infiltration, and the 
character of the hyperplastie response 
of the lining cells might correspond 
either to quantitive differences in the 
host-noxious agent relationship or to 
different stages of the same process. 
They suggest that interstitial plasma 
cell pneumonia and giant cell pneu- 
monia represent a single disease entity. 
Wolman and associates state that in- 
clusion bodies often occur in the alveo- 
lar and bronchial lining cells of in- 
terstitial plasma cell pneumonia just 
as occurred in their five eases of giant 
cel] pneumonia. However, Deamer and 
Zollinger in their thirty-five autopsied 
cases of interstitial plasma cell pneu- 
monia state that no inclusion bodies 
were seen. In addition, after careful 
study of the ease histories of Wolman 
and co-workers, one notes that the ages 
of their patients were 3 weeks, 2 
months (two), 5 months, and 1 year. 
These ages, except for the 2-month-old 
patients, are not generally typical of 
interstitial plasma cell pneumonia. One 
patient manifested coughing and diar- 
rhea; another was brought to the 
hospital dead with a history of defee- 
tive development since birth; the third 
manifested severe bilateral otitis media 
with diarrhea and vomiting. No roent- 
genographie examinations were re- 
ported in their cases. None of their 
cases seem to have manifested the pale 


claimed 
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cyanosis and respiratory difficulty that 
was so typical of ours and the other 
reported cases of interstitial plasma 
eell pneumonia. The two conditions 
seem to differ not only pathologically, 
but also clinically from one another, 
and at least on these grounds are dif- 
ferent diseases with perhaps different 
etiologies. 

In further differential diagnosis of 
interstitial plasma cell pneumonia one 
must consider acute bronchiolitis, bae- 
terial pneumonias, tuberculosis, eystie 
fibrosis of the pancreas, and the aspira- 
tion pneumonias. The sudden onset 
with preceding upper respiratory in- 
fection, fever and coughing, usually 
help to differentiate the bacterial pneu- 
monias and bronchiolitis. Tuberculosis 
usually does not cause such acute 
pulmonary difficulty, except perhaps 
with the miliary type, and PPDs usu- 
ally are positive in this disease. Cystic 
fibrosis of the panereas can be dif- 
ferentiated by stool examinations for 
trypsin, duodenal drainage studies, 
and also by the future course. Aspira- 
tion of amniotie fluid would cause 
trouble earlier in life. Aspiration of 
milk should result in more evidence of 
fat and large macrophages on patho- 
logie sections than are seen in inter- 
stitial plasma cell pneumonia. In addi- 
tion, the distribution of aspiration 
pneumonia usually is more central than 
peripheral. 

The viral pneumonia of infaney de- 
scribed by Adams’ usually has an 
acute onset with sneezing, coughing, 
dyspnea, and cyanosis. Interstitial 
plasma cell pneumonia differs mark- 
edly from the mononuclear pneumonia 
recently deseribed by Gruenwald and 
Jacobi,'* both in the acute onset of the 
latter and in its different clinical and 
pathological picture. 
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Treatment and Prognosis.—No treat- 
ment has been definitively effective, 
and gen- 
eral All anti- 
bioties and chemotherapeutic agents 
been tried with reasonable 
Gamma globulin has failed 
prophylactically, as have roentgen and 
short-wave therapy,’ although some of 
the pediatricians in the Stuttgart area 
use short-wave diathermy and claim 
good results. Vitamin K, (acetylated) 
has been used by Petersen intrave- 
nously and he claims good results. This 
latter work, to our knowledge, has not 
Prognosis in this 


except perhaps oxygen mist 
supportive methods. 
have no 


SUCCESS, 


been substantiated. 
dlisease is guarded. Despite reports of 
mortality rates up to 50 per cent, there 
are many subelinieal cases. However, 
once the full-blown respiratory 
ture has set in, the ward physician will 
have a difficult time supporting the 
child with fluids and oxygen mist until 
the disease runs its course. This may 
take up to three to four weeks for the 
acute stage. 
SUMMARY 


1. Interstitial plasma cell pneumonia 
is a type of infantile pneumonia, oeceur- 
ring chiefly in Europe, which is ¢lini- 
cally and pathologically distinetly dif- 
ferent from the usual respiratory dis- 
eases seen in the United States. 

2. It shows a predilection for pre- 
mature and dystrophie mature infants. 

3. It becomes clinically recognizable 
only in the age group from 6 weeks to 
4 months. 

4. Prior to onset of dramatie symp- 
toms, the only noticeable clinieal signs 
are related to feeding, decrease in in- 
take, vomiting, and lassitude being the 
most common. 

5. Following a slow onset, a rapid 
progression of symptoms takes place, 
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consisting of: (a) inereased respira- 
tory rate, (b) retraction of the chest 
walls with flaring of the flanks, (¢) 
evanosis about the mouth and a gen- 
eralized grayish cyanotic tinge. Physi- 
cal examination of the chest is essen- 
tially negative, and the temperature is 
usually normal. 

6. If the infant does not survive, this 
picture becomes progressive until the 
child dies of asphyxia. 

7. If the child survives, 
severe critical period of from one to 


after a 


four weeks, one may begin to hear 
showers of rales in the chest and the 
signs and symptoms of respiratory ill- 
ness slowly disappear. 

8. The child may remain completely 
asymptomatic throughout the course 
and vet may show a very diffuse roent- 
genographie involvement. The roent- 
genographie picture is of prime diag- 
nostic aid, since the infiltration is 
practically identical in all the cases of 
this disease, both in its quality and 
distribution. 

9%. The etiology is unknown, but the 
disease acts like an infection in its 
epidemiology. No present-day thera- 
peutie measures seem to be of any 
definite value. It is our impression 
that supportive therapy with oxygen 
mist contributes to the general im- 
provement. 
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THE USE OF PHENYLPROPYL ALLOPHANATE (AC 148)* 
IN THE TREATMENT OF EPILEPSY 


SAMUEL Livineston, M.D. 
BALTIMORE, Mp. 


HE seizures of many epileptic 

patients, particularly those of see- 
ondary (organic) epilepsy, are very 
difficult to control with the various 
anticonvulsants which are available 
at the present time. Therefore, ad- 
ditional drugs are constantly being 
investigated for anticonvulsant prop- 
erties. One of these new drugs is 
phenylpropy! allophanate (AC 148), 
which was synthesized by Spielman 
and associates? in 1950. This drug is 
a erystalline powder and is slightly 
soluble in water. It has the follow- 
ing formula: 


C,H, 
CHOCONHCONH, 
CH, 
Everett and Richards? found that 
AC 148 protected animals against 


Metrazol and modified supramaximal 
electroshock seizures at doses of 300 
mg. per kilogram. Chronie studies in 
rats and dogs revealed that this drug 
has a relatively low degree of tox- 
icity. On the basis of these findings, 
AC 148 was submitted to us for elin- 
ical investigation. 


MATERIAL FOR STUDY 


AC 148 was administered to sixty- 
four patients who suffered with fre- 
quent (daily or weekly) epileptic 
seizures of various types. All of 
these patients had been receiving 
maximum dosages of one or more an- 


From the Department of Pediatrics, Johns 
Hopkins University Medical School, and The 
Epilepsy Clinic of the Johns Hopkins Hospital. 

*Phenylpropy! allophanate (AC 148) is be- 
ing investigated by Abbott Laboratories, North 
Chicago, Hl. 


304 


ticonvulsants such as phenobarbital, 
Mebaral, Dilantin, Mesantoin, Paradi- 
one, or Tridione for at least one year 
before the AC 148 was prescribed. In 
each instance, the previous medica- 
tion had proved to be ineffective. 
During the first month each of these 
sixty-four patients was given AC 148 
in addition to the same dosage of the 
previous ineffective medication. Dur- 
ing the second month the previous in- 
effective medication was gradually 
withdrawn so that by the third month 
of therapy each patient was receiving 
only AC 148. 

Twenty-one patients suffered with 
cryptogenic (idiopathic) epilepsy and 
forty-three with secondary (organic) 
epilepsy. By eryptogenie epilepsy is 
meant those recurrent convulsive dis- 
orders of undetermined etiology in 
which no evidence of cerebral pathol- 
ogy is apparent at the onset of the 
initial seizures. By secondary epi- 
lepsy is meant those recurrent con- 
vulsive disorders which oceur in as- 
sociation with or subsequent to a 
definite organic disorder 
(congenital or acquired). 


cerebral 


Twenty-nine patients suffered with 
major motor (grand mal) seizures, 
four had petit mal (simple staring) 
spells, eight had psychomotor seiz- 
ures, eleven had minor motor (aki- 
netic or myoclonic) spells, and twelve 
had two or more of the various types 
of seizures (mixed epilepsy). We re- 
serve the term petit mal for those 
spells which consist essentially of 
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transient lapses of consciousness as- 
sociated with bilaterally synchronous 
three per sceond spike and wave 
forms in the eleetroencephalogram. 
by minor motor seizures is meant 
those spells of very short duration 
(several seconds) which consist of a 
sudden dropping of the head, usually 
forward, or sudden loss of muscular 
control during which the patient, if 
standing, falls to the floor and im- 
mediately gets up (akinetie type) or 
a sudden muscular jerk of the ex- 
tremities (massive myoclonie type). 
Minor motor seizures generally oceur 
in young children who present defi- 
nite evidence of organie brain dam- 
age, either congenital or acquired. 
These spells are classified by some 
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Electroencephalograms were — ob- 
tained on 386 of our patients? with 
minor motor seizures and abnormal- 
ities such as reported by Gibbs and 
co-workers were present in 325 (84 
per cent) of the tracings. 

Fifty-two of the patients, in whom 
the effects of AC 148 were studied, 
ranged in age from 2 to 14 years and 
twelve were over 15 years of age. 


DURATION OF TREATMENT AND 
DOSAGE 


The duration of AC 148 therapy 
ranged from six to eighteen months. 
Forty-nine patients have been receiv- 
ing this drug for twelve or more 
months. 


TABLE I. Dosace* or AC 148 


AGE 


STARTING DOSAGE | 


MAXIMUM DOSAGE 


Under 6 yr. 
Over 6 yr. 


250 mg. (3% grains) 
three times daily 

500 mg. (7% grains) 
two times daily 


500 mg. (7% grains) 
three times daily 

1 Gm. (15 grains) 
three times daily 


*The conversion of the metric system of weights to the apothecary system is approximate. 


others as petit mal spells, petit mal 
variant spells, lightning majors, 
abortive grand mal seizures, inhibi- 
tory attacks, static attacks, and 
salaam_ spells. Lennox*  ineludes 
these spells in his petit mal triad. 
Gibbs and associates‘ designate these 
spells as infantile spasms. These in- 
vestigators reported that abnormal- 
ities referred to as hypsarhythmia 
were present in the electroencephalo- 
grams of 237 patients who suffered 
with this type of spell. The electro- 
encephalographic abnormalities con- 
sisted of very high voltage, random 
slow waves, and spikes. The electro- 
eneephalographie pattern which ac- 
companied the clinical attack usu- 
ally consisted of a discharge of fast 
waves and high voltage _ spikes. 


AC 148 is supplied in 500 mg. (714 
grains) tablets. The dosage of the 
drug administered to our patients 
varied from 750 mg. (1114 grains) 
daily to 3.0 Gm. (45 grains) daily as 
shown in Table I. In each ease the 
medication was given in two to three 
doses over the course of the day. 


RESULTS 


All of our patients had suffered 
with frequent seizures (daily or 
weekly) prior to the onset of AC 148 
therapy. The results of treatment 
were assessed by comparing the num- 
ber of seizures which occurred during 
the course of AC 148 therapy with 
the number of seizures which had oc- 
eurred during a similar interval of 
time just prior to the institution of 
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THE 


In evaluating the 
following 


AC 148 therapy. 
to therapy, the 
classification was employed. 


response 


1. Controlled: no reeurrence of 
seizures during the entire observa- 
tion period, 

2. Markedly improved: number of 
seizures reduced to less than one- 
fourth of previous frequency. 

3. Improved: number of seizures 
reduced to between one-half and one- 
fourth of previous frequency. 

4. Failure: number of seizures 
only very slightly reduced, the sta- 
tus remained the same, or the seizures 
became more frequent. 


TaBLe II. 


| NO. OF 
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the treatment of secondary (organic) 
epilepsy: the attacks 
pletely controlled in fifteen (55 per 
cent) of the forty-three patients who 
suffered with -secondary epilepsy. 
Only three (1.4 per cent) of the twen- 
ty-one patients who had cryptogenic 
(idiopathic) epilepsy were signifi- 
cantly benefited by the administration 
of AC 148. Of the twenty-three pa- 
tients with secondary epilepsy who 
were helped with AC 148, twelve suf- 
fered with major motor seizures, six 
with minor motor seizures, and five 


were com- 


Resuuts or AC 148 THERAPY IN TWENTY-ONE PATIENTS WITH CRYPTOGENIC 
( IDIOPATHIC ) 


EPILEPSY 
MARKEDLY; 


TYPE OF SEIZURE | PATIENTS CONTROLLED) IMPROVED IMPROVED FAILURE 
Major motor (grand mal) : 10 1 1 0 8 
Petit mal 4 0 0 0 4 
Psychomotor 3 0 0 0 3 
Mixed* (major motor and 4 0 1 0 3 
petit mal) 
Total 2 0 18 


*Only the major motor seizures were favorably affected. 


TABLE IIT. 
(ORGANIC ) 


Resuuts or AC 148 THERAPY IN Forty-THREE PATIENTS WITH SECONDARY 


EPILEPSY 


| MARKEDLY | a 


NO. OF 
TYPE OF SEIZURE PATIENTS | CONTROLLED | IMPROVED | IMPROVED FAILURE — 
Major motor (grand mal) 19 — g 3 0 7 
Minor motor 11 3 2 1 5 
Psychomotor 5 0 0 0 5 
Mixed (major motor and 6 3 1 1 1 
minor motor) 
Mixed (major motor and 2 0 0 0 2 
psychomotor ) 
Total 2 20 
Twenty-six (40 per cent) of the had a combination of major and minor 


sixty-four patients were benefited by 
AC 148 therapy: the seizures were 
entirely controlled in sixteen (23 per 


cent), and the number of seizures 
were markedly or moderately re- 
duced in ten (17 per cent). The ad- 


ministration of AC 148 did not fa- 
vorably affect the patients’ econdi- 
tion in the remaining thirty-eight pa- 
tients. 

As is shown in Tables IT and III, 
AC 148 was mainly effective only in 


motor seizures. None of the patients 
with psychomotor seizures associated 
with secondary epilepsy were bene- 
fited by AC 148. 


UNTOWARD REACTIONS 


Routine bimonthly urine examina- 
tions and blood counts were made on 
every patient. No abnormal find- 
ings were encountered in any case. 

The most common side reaction of 
the drug was marked drowsiness 
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which occurred in five of the pa- 
tients. In two instances it was neces- 
sary to discontinue the drug because 
of this disturbance. In the other 
three patients the drowsiness disap- 
peared spontaneously within several 
weeks and treatment with the same 
dosage of the drug was not inter- 
rupted. 

Four patients complained of dizzi- 
ness. In one ease the dizziness was 
so severe that the patient refused to 
continue taking the drug. In the 
other three instances the dizziness 
cleared up spontaneously within one 
to two weeks and treatment with the 
same dosage was not interrupted. 

One patient suffered with a mor- 
billiform rash. This cutaneous re- 
action appeared ten days after the 
initial administration of AC 148. The 
rash disappeared within ten days 
after AC 148 was withdrawn. The 
same dosage of AC 148 was pre- 
scribed again to this patient and the 
rash did not reappear. 


DISCUSSION 


The control of the seizures of sec- 
ondary (organic) epilepsy still re- 
mains a very difficult problem. None 
of the many anticonvulsant drugs 
which are now available, with the 
exception of phenobarbital, Mebaral, 
bromides, and Mesantoin®* have 
proved, in our hands, to be very sat- 
isfactory for the control of such 
seizures. 

The results of this preliminary 
study indicate that AC 148 may 
prove to be a valuable addition to the 
list of drugs which are now available 
for the treatment of the epilepsies, 
particularly secondary epilepsy. 
Further study, however, in a larger 
group of patients over a more ex- 
tended period of time will be neces- 


sary to substantiate the value and 
safety of this new drug. 


SUMMARY 


1. Sixty-four epileptie patients, 
mostly children, who suffered with 
very frequent seizures were treated 
with phenylpropyl allophanate (AC 
148). All of these patients had been 
refractory to treatment with maxi- 
mum doses of many other anticon- 
vulsants. 

2. Forty-three patients with see- 
ondary (organic) epilepsy were 
treated with AC 148. The attacks 
were completely controlled in fifteen 
(35 per cent) and the number of 
seizures was reduced in 8 (18.5 per 
cent). 

3. Only three (1.4 per cent) of the 
twenty-one patients with cryptogenic 
(idiopathic) epilepsy were favorably 
affected by the administration of AC 
148. 

4. No irreversible toxic reactions 
were encountered in any of the sixty- 
four patients who were given phenyl- 
propyl allophanate (AC 148) for 
periods varying from six to eighteen 
months. 
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THE TREATMENT OF PRIMARY TUBERCULOSIS IN INFANCY 
Maryeruet Meyer, M.D., GARDNER MippLesrook, M.D., 


Artuur Ropinson, M.D. 
DENVER, CoLo. 


HIS paper is prompted by our 

conviction that the handling of the 
infant with primary tuberculosis has 
not received sufficient attention in the 
pediatric literature, and that there is 
no clear-cut plan for the treatment of 
children in this age group by the prae- 
ticing pediatrician. For the purposes 
of this paper, we will define an infant 
as a child 12 months or younger, al- 
though we are fairly sure that the 
following statements apply equally 
well to infants 1 to 2 vears of age.* 

In general, primary tuberculosis has 
not been considered to have a serious 
immediate prognosis in childhood. 
However, tuberculosis oceuring in in- 
faney has very serious consequences. 
This is attested to by the fact that 
the death rate from tuberculosis per 
100,000 estimated infected persons 
was 4,920 for infants aged 0 to 12 
months, 18 for children aged 5 to 9 
vears, and 82 for all age groups in 
1940 in the United States.! 

It is interesting to digress briefly 
from the main topie to note that the 
declining mortality from tuberculosis 
started long before 1900 and repre- 
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the University of Colorado School of Medicine. 

\ided by the United States Public Health 
Service Grant E-123 (Ca). 

Presented in part at the Post-Graduate 
Course on Medical and Surgical Problems of 
Newborn and Premature Infants, University 
of Colorado School of Medicine, Denver, March 
25, 1954. 

\n investigation which we have been 
conducting for four years, and which is still 
being actively pursued, is testing the need for 
therapy in the group from one to two years. 
Our information thus far would tend to show 


that therapy in this age group is just as im- 
portant as in the group under cne year. 
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sents a changing relationship between 
man and the tuberele bacillus unre- 
lated to the many treatments that 
have been tried.2 A realization of 
the existence of this dynamic rather 
than static relationship is important 
in attempting to evaluate ‘‘cures”’ 
for tuberculosis; and it should point 
up the inadequacy of studies of the 
efficiency of antituberculosis drugs 
which are based on comparison of 
present-day treated cases with simi- 
lar untreated cases of ten years ago. 

There is good evidence that pri- 
mary tuberculosis in infants is more 
likely to go on to become so-called 
progressive primary disease than in 
older children. Hettich* points out 
that the risk of progressive manifes- 
tations developing decreases the later 
the child comes into contact with tu- 
bereulosis. Among 1,117 infants and 
young children with tuberculosis, 
about 25 per cent showed manifesta- 
tions of progressive primary disease. 
Of these, 60 per cent were in the age 
group under 3 years. He concludes 
that there is a good chance of pro- 
gressive tuberculosis developing in 
one-third of infants under one year 
of age with primary tuberculosis. 
These figures were obtained in the 
period prior to antimicrobial ther- 
apy. 

In addition, in observations of 622 
children with manifest primary tu- 
bereulosis followed at the Children’s 
Chest Clinic, Bellevue Hospital, New 
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York City, during the pretreatment 
period, Edith Lineoln* has reported 
that 55 per cent of children under 6 
months of age died, 28 per cent of 
those 1 to 2 years of age died, and 15 
per cent of those 4 to 9 years of age 
died. Finally, when progressive pri- 
mary tuberculosis does occur in in- 
fancy, it tends to take the form of 
the two most malignant types, 
namely, miliary tuberculosis and tu- 
berculous meningitis. 

The chief aim, then, of our ap- 
proach to the problem of active pri- 
mary tuberculosis in the infant is the 
prevention of the malignant forms of 
progressive primary tuberculosis. 

There can be little argument with 
the categorical statement that any in- 
fant with a positive tuberculin test, 
whether sick or well, with or without 
an abnormal roentgenogram of the 
chest, must be considered to have 
active tuberculosis with the potenti- 
ality for progression. Various stud- 
ies, especially those by Hlolm,° in 
1947, and Wallgren,® in 1939, have in- 
dicated that primary disease may be- 
gin to regress three to five months 
after the onset, but that further evi- 
dence of healing and calcification of 
lesions may occur up to two to three 
years from the onset. If this be true, 
then it must be obvious that any 
child less than 12 months of age with 
a positive tuberculin test may justifi- 
ably be considered to have active or 
‘*unhealed’’ tuberculosis. 

Having agreed to this, namely, 
that all infants with positive tubercu- 
lin tests have active disease, it be- 
hooves us to find those who have 
positive tuberculin tests. This is by 
way of making a very special plea 
for the routine use of the tuberculin 
test during the first years of life. It 
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is distressing to see how many doc- 
tors caring for children fail to use 
this simple, accurate test routinely, 
even though they use many other rou- 
tines in their well-child care. 

We should like to suggest that the 
test be done during the first year of 
life, at the end of the second, and 
every three years thereafter. From 
a practical point of view, we have 
found that old tuberculin is most sat- 
isfactory. 

For routine testing a dilution of 
1:1,000 is employed. Lederle’s con- 
centrated old tuberculin is used and 
diluted as indicated with a phosphate 
saline buffer. The buffer is prepared 
as follows: Use 14.2 Gm. NalIPO, 
and 80.0 Gm. NaCl. Make up to one 
liter with distilled water. Adjust ph 
to 6.5. Autoclave for ten minutes. 
This buffer solution is then diluted 
ten times with sterile distilled water. 
After the old tuberculin concentrate 
is diluted with the phosphate saline 
buffer, it may be used for three to 
six months if stored in a cool place. 

If laboratory facilities are not 
available to the practicing physician 
for the preparation of old tuberculin, 
we recommend a 1:1 dilution of sec- 
ond strength PPD for routine intra- 
dermal testing. 

A third less desirable type of tu- 
bereulin skin testing is with the Voll- 
mer patch test. 

From an entirely different point of 
view, the doctor finding a child with 
a positive tuberculin test has a sig- 
nal responsibility to public health in 
general. Every child with a positive 
skin test derives his infection from 
an open ease of tuberculosis—most 
probably from an adult. By check- 
ing the contacts of the child, pre- 
viously undiscovered cases of open 
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found. 


be 


tuberculosis The 
younger the child, the more easily is 
his 


can 
this accomplished, as contacts 
tend to In this regard, 
stress should be placed on the elderly 


be fewer. 
person, particularly grandparents, as 
These individ- 
uals commonly control tuberculous 
disease well, and no one may suspect 
that grandfather’s ‘‘cigarette cough’’ 
is in reality tuberculosis, and that 


a source of infection.’ 


every time he handles his precious 
grandchild, he sprays her with tuber- 
ele bacilli. 

The problem then, after having 
found the infant with a positive tu- 
berculin, and after having separated 
him from his contact, is the handling 
of this infant. 

or the purpose of clarifying the 
rature of this problem, let us divide 
all infants into four groups as fol- 


lows: 


(1) Infants with no known expo- 
sure to tuberculosis. 

(2) Infants with negative tubereu- 
lin tests and a known contact. 

(3) Infants with positive tubercu- 
lin test, but with no x-ray evidence 
of tuberculosis. 

(4) Infants with positive tubercu- 
lin tests, and x-ray evidence of tu- 
bereulosis. 

INFANTS WITH NO KNOWN EXPOSURE 

TO TUBERCULOSIS 

From this group, we have already 
discussed the necessity for routine 
tuberculin testing in order to pick 
up those unknowingly exposed. 


INFANTS WITH NEGATIVE TUBERCULIN 
TESTS AND A KNOWN CONTACT 
children should, of 
immediately be separated from their 
contact. We feel, as does the Ameri- 
can Trudeau Society® and the United 


These course, 
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States Public Health Service,’ that 
this group is entitled to vaccination 
with BCG. We are particularly im- 
pressed by the statement of Wall- 
gren'’ that no miliary tuberculosis or 
tuberculous meningitis has been ob- 
served in the Seandinavian countries 
in a child properly vaccinated with 
BCG, 

In the next two groups with active 
tuberculosis, we feel that specific an- 
timicrobial therapy is indicated. The 
practical problem is the formulation 
of a plan of management of the in- 
fant with active primary pulmonary 
tuberculosis. This proposed plan rep- 
resents our carefully considered con- 
clusions which are derived from our 
experience with tuberculosis in chil- 
dren. In a field that is rapidly chang- 
ing, our opinions may also change 
rapidly. 

INFANTS WITH POSITIVE TUBERCULIN 

AND WITHOUT X-RAY EVIDENCE 
OF TUBERCULOSIS 

These infants have active tubereu- 

losis even though their pulmonary le- 


sions are not visible roentgenologi- 
cally. However, in general, their dis- 
ease is not as extensive as in the 


group with positive roentgen findings. 
A course of isonicotinie acid hydra- 
zide (INH) is preseribed for all these 
infants. Streptomycin is not given 
to this group of patients. These chil- 
dren are all apparently well and many 
parents would object to the biweekly 
administration of streptomycin by 
injection. In addition, it would be 
psychologically traumatizing to both 
parents and child to undergo this 
treatment, a result obviated by the 
administration of oral medication. 
There is evidence presented by 
Weintraub" and Stewart" of a lower 
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incidence of postprimary tuberculo- 
sis in the child with negative x-ray 
findings in comparison to those with 
positive x-ray findings. Also, at 
Bellevue Ilospital, New York, Edith 
Lincoln* noted a mortality of 10 per 
cent in the group with tuberculosis 
under 2 years of age without positive 
roentgen findings; and a mortality of 
32 per cent in the same age group 
with positive roentgen findings. These 
observations were made before the 
advent of streptomycin. 

On the basis of this evidence, we 
have decided to give only INII to 
this group of infants. The dosage of 
INH given is 8 mg. per kilogram per 
day by mouth for six months, then 
the dosage is reduced to 4 mg. per 
kilogram per day. The reduced dos- 
age is continued for a minimum of 
three months. 

In a small group of infants treated 
thus far, according to this protocol, 
one infant has converted his tubercu- 
lin skin test to negative after six 
months of therapy. Although, as a 
result of this treatment, the infant 
may lose all hypersensitivity to tu- 
bereulin, he probably retains much of 
his acquired ability to manifest im- 
munity to exogenous reinfection as 
has been demonstrated in animals by 
Corper and associates.’* 

There have been some authorities 
who felt that the infant with primary 
tuberculosis should not be treated for 
fear of developing drug-resistant or- 
ganisms. Trepidation was expressed 
that serious complications to 
drug-resistant tubercle bacilli might 
subsequently develop. This argu- 
ment, it seems to us, is fallacious in 
view of the following considerations: 


(1) It is our opinion, derived from 
extensive clinical experience,’* that 


nearly all INH-resistant mutants of 
tubercle bacilli are attenuated in vir- 
ulenece for human beings as well as 
for certain experimental 
Therefore, microbial resistance to 
INH has elinical implications uniquely 
different from microbial resistance to 
other chemotherapeutic agents. 

(2) If chemotherapy is going to 
fail when applied early during the 
course of tuberculous infection, or, 
indeed, of any infection, then treat- 
ment is bound to fail later when the 
multiplying population of tubercle 
bacilli is, of necessity, much larger. 


INFANTS WITH POSITIVE TUBERCULIN 
AND X-RAY EVIDENCE OF TUBERCULOSIS 

This group of patients requires 
vigorous therapy in order to prevent 
the serious complications, miliary tu- 
bereulosis and tuberculous meningitis, 
which occur in highest frequeney in 
this group. It is our opinion that 
INH is the most important drug for 
the long-term therapy of tubereulo- 
sis; however, when it is important to 
sterilize as many tubercle bacilli as 
possible early in treatment, another 
drug which is synergistic with INII 
should be simultaneously adminis- 
tered. Therefore, we use streptomy- 
cin sulfate for short-term early ther- 
apy in addition to INH. INH is 
given 8 mg. per kilogram per day 
for six months, then reduced to 4 mg. 
per kilogram per day for a minimum 
of three months. Streptomycin sul- 
fate is given according to the dos- 
age schedule in Table I (arrived at 
by corrected accepted adult dosage 
on a surface area basis) for a period 
of one month. 

It should be stressed that strepto- 
myein sulfate and not combinations 
of streptomycin sulfate and dihy- 
drostreptomycin has been used. Ob- 
servations by Dr. Nicolas Espinosa’* 
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at National Jewish Hospital indicate 
that hearing loss following the use of 
streptomycin and 
has been = as 


combinations of 
dihydrostreptomyecin 
great as when dihydrostreptomycin 
alone was used. 


TABLE I 

DOSAGE OF STREPTOMYSIN 

SULFATE M, EVERY THREE 
DAYS (GM.) 


KILOGRAM 
WEIGHT 


2 0.100 
3 0.150 
4 0.200 

10 0.500 
J 

20 0.750 
30 

40 1.000 
50 

1.300 


SUMMARY 


1. The management of the infant 
under one year with primary pulmo- 
nary tuberculosis has received inade- 
quate attention in the past. 

2. The malignant forms of progres- 
sive primary tuberculosis, i.e., miliary 
tuberculosis and tuberculous menin- 
gitis, occur with greatest frequency 
during infancy, and should be pre 
vented whenever possible. 

3. All infants and children should 
routinely be tested with tubereulin in 
order to detect early the presence of 
primary tuberculosis. 

4. BCG should be 
likely to be exposed to tuberculosis. 

5. Infants with a positive tubercu- 
lin and negative x-ray findings 
should receive a course of INH. 

6. Infants with a positive tubercu- 
lin and positive x-ray findings should 
receive and streptomyein  sul- 
fate. 


given to those 


CONCLUSION 
We feel that this simple plan of 
management of the infant in relation 


THE JOURNAL OF PEDIATRICS 


to tuberculosis may be generally ap- 
plied. 
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MORQUIO’S DISEASE 


ARTHUR Lipscuutz, M.D. 
PHILADELPHIA, Pa. 


CCORDING to Caffey' the diag- 

nosis of Morquio’s disease is a 
matter of opinion because there is no 
conclusive diagnostic test. Expe- 
rienced physicians would agree in the 
diagnosis in typical cases. It is be- 
cause atypical types occur in which 
detection is uncertain and unsatisfae- 
tory that we present data from a 
brother and sister who posed a diagnos- 
tic problem. 


CASE REPORTS 


Cask 1—G. L. (Figs. 1 to 4), a 
white male, was born after an unevent- 
ful pregnancy; birth weight was 8 
pounds 8 ounces. This child was the 
youngest of his mother’s nine preg- 
nancies. Both parents, of Irish ex- 
traction, were 30 years old at time of 
his birth, and gave no history of con- 
sanguinity. There was no history of a 
familial relationship except for a ma- 
ternal aunt who died at 33 years of 
pneumonia and malnutrition. Nee- 
ropsy revealed an associated marked 
dorsal bowing of the thoracie spine and 
contractures of the legs, both of un- 
known etiology. 

From birth to 4 months his prog- 
ress was uneventful. At that time it 
was thought that he kept his head per- 
sistently turned to the left. His 
symptoms were similar to those 
of an older sister who had previ- 
ously been diagnosed as atypical 
Morquio’s disease. The next few 
months he showed hypotonicity of 
limbs, flail neck, asymmetry of thorax, 
and kyphoscoliosis with inability to 
support his head. At ‘15 months a 
diagnosis of osteochondrodystrophy 
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was made which did not fit in with any 
of the usual findings of this age. He 
was unable to receive adequate care at 
home beeause of poor socioeconomic 
conditions and was admitted to St. 
Vineent’s Hospital for convalescent 
care. He came under our attention at 
this time, and we felt the need for 
further diagnostic studies. 

When 2 years 8 months of age he 
was admitted to Hahnemann Hospital. 
He weighed 23 pounds, height was 
3314 inches, upper chest 20 inches, 
lower chest 18 inches, sitting height 
1914 inches, head cireumference 18 
inches. He was below the third per- 
centile on the Stuart growth chart. 
The illustrated Wetzel grid (Chart 1) 
shows growth lag from time of birth. 
He was poorly developed but ade- 
quately nourished, had never been able 
to sit unsupported, stand, or walk. 
Head and scalp were normal. There 
were 18 teeth of the primary set. Eye- 
grounds were normal on ophthalmo- 
scopic examination. The bony thorax 
was distorted. The spleen and liver 
were not palpable. A marked kypho- 
scoliosis was present. The wrists, arms, 
and legs were hypotonic, with muscle 
atrophy in the lower limbs. The legs 
and ealves were short, and had little 
muscle tone, which prevented sitting 
and resulted in his lying in a froglike 
position with thighs flexed. 

The child appeared mentally re- 
tarded. Motor weakness was most 
marked in the lower extremities. Deep 
tendon reflexes were active and equal 
bilaterally. The abdominal reflexes 
were reduced to a flicker of movement. 
There were no pathologie toe or finger 
signs and no ankle clonus. There was 
no loss of pain perception. Impression 
was that this child might have a flae- 
cid cerebral diplegia, infantile mus- 
cular atrophy, or congenital spinal 
cord defect. 
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It was not possible to get an aec- 
curate LL. Q. beeause the child rolled 
from side to side when approached. He 
had no comprehension to questions, 
and could not be understood when ut- 
tering words. 

The Gesell developmental score re- 
vealed a development age of 40 weeks, 
motor behavior 20 to 24 weeks, adap- 
tive behavior 48 to 52 weeks, language 
behavior 20 to 24 weeks, personal so- 
cial behavior 15 months. 


An electromyogram showed muscles 
of lower extremities, abdomen, and up- 
per extremities free of Wallerian de- 
generation. There was no evidence of 
myotonia. Voluntary motor units 
were present in all specimens exam- 
ined, with a greater number of units 
present in the flexor groups compared 
with extensor groups. From the ex- 
amination, one could say there was no 
involvement of the lower motor neu- 
rons, nor any myotonia. 
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The history of the mother’s preg- 
nancies was pertinent because it re- 
vealed the following: A. L., female, 
born 1942, uneventful growth and de- 
velopment to date (Fig. 5). The birth 
weight vas 7 pounds 1 ounce. At pres- 
ent, the weight is 57 pounds, height 
5314 inches. D. L., female, was born 
in 1943 after a gestation of 8 months. 
The birth weight was 5 pounds & 
ounces. This infant died of pneumonia 
at age 2 weeks. Following this, the 
mother had three miscarriages at 24, 
14, and 3 months’ gestation, respec- 
tively. T. L., female (Case 2, Figs. 
6 to 9) was born in 1947. P. L., fe- 
male, was born in 1949; her growth 
and development after a birth weight 
of 8 pounds 1 ounce have been average 
(Fig. 10). Her weight at present is 
35 pounds and she is 431% inches tall. 
I). L., male, was born in 1950, weigh- 
ing 6 pounds 15 ounces. During the 
pregnaney the mother had had no pre- 
natal eare, and was admitted to the 
hospital on the day prior to delivery 
because of spotting. At birth, the in- 
fant was completely limp, with evi- 
dence of atonie musculature. The baby 
had a persistent unexplainable dusky 
red color. Studies of blood, urine, and 
skeleton were normal till 8 months of 
age, at which time x-ray revealed a 
scoliosis of the upper dorsal spine. 
This infant died at the end of his 
eighth month. Necropsy showed severe 
edema of the brain, internal hydro- 
cephalus, and scoliosis of the cervical 
vertebra. 

Cask 2.—T. L., a 7-year-old white 
female, was born at home after a full- 
term, uneventful pregnaney; birth 
weight 7 pounds 6 ounces. At 10 
months she developed, according to her 
mother, *‘a lump over the lower spine”’ 
which became so marked in subsequent 
months as to warrant hospitalization. 
At time of admission, aged 15 months, 
she had developed a kyphoscoliosis of 
the dorsolumbar spine, was not walk- 
ing by herself, and made only an ocea- 
sional effort to sit. Her skeletal age 
was 9 months. She had hypotonicity 
of the extremities, was mentally re- 
tarded, and showed generalized under- 
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development of the vertebral bodies 
and bones of the pelvis. Endoerino- 
logical studies except for retarded bone 
age failed to reveal any abnormalities. 

At 21 months a diagnosis of amyo- 
tonia congenita was made because of 
the flaeccidity of muscles, lack of ae- 
tivity, and absence of deep tendon re- 
flexes. 

When she was 4 years old, roent- 
genograms of the dorsal and lumbar 
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versity Hospital) felt these changes 
were compatible with Morquio’s dis- 
ease, but because of the minimal long 
bone changes, considered it to be atyp- 
ical in type. 

In 1950 the ehild was admitted to 
the Seashore House in Atlantie City 
for convalescent eare. Toma,* who 
saw her at this time, commented that 
from the irregular developmental de- 
formity of the spine with the wide disk 


Fig. 8. 


spine, pelvis, and forearms presented 
some similarity to Morquio’s disease. 
The acetabular cavities were flattened 
bilaterally. Forearms and elbows re- 
vealed delay in osseous development. 
There was a generalized demineraliza- 
tion of the femurs, tibias, and their 
epiphyses. The bodies of the dorsal 
and lumbar vertebrae were flattened 
and some of them wedge shaped, with 
widening of the intervertebral spaces. 
Dr. W. E. Chamberlain? (Temple Uni- 


Fig. 9. 


spaces, the enlargement of the joint 
spaces in both hips, and retarded car- 
pal development, a diagnosis of early 
chondro-osteodystrophy ( Morquio’s 
disease) was in order. 

She came to our attention because 
of the relationship to G. L. She was 
adinitted to Hahnemann Hospital for 
diagnostic evaluation at age 7 vears 
8 months. She weighed 35 pounds, her 
standing height was 44 inches, sitting 
height 23 inches, head circumference 
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19 inches, upper chest 24 inches, lower 
chest 19 inches. She was below the 
third percentile on the Stuart growth 
chart. Pertinent findings pointed out 
a poorly developed but adequately 
nourished female showing marked gib- 
bus, atonie extremities, with bilateral 
clubfeet. Head and sealp were normal. 
There was a marked malocclusion and 
severe caries of all teeth. The eve- 
grounds were not remarkable. Her 


Fig. 10. 


bony thorax was distorted with evi- 
dence of pectus carinatum. The liver 
and spleen were not palpable. 

This child resembled her brother in 
being apathetic, listless, and appearing 
mentally retarded. She was unable to 
identify any letters of the alphabet. 
Her speech was coherent but slow, with 
evidence of scanning. and _lisping. 
There was a marked kyphoscoliosis of 
the dorsolumbar spine. She was able 
to support herself in a walker, but was 
unable to walk unaided. Cranial 


nerves were intact except for a ques- 
tionable right central facial weakness. 
Upper extremities were thin, but there 
was no selective muscle atrophy or 
weakness and no evidence of fascicula- 
tions. There was hypotonia at the 
wrists. Painful stimuli were per- 
ceived. No demonstration of abnormal 
mobility was observed at the hip or 
knee joints. 

Her I. Q. on the Binet seale was be- 
tween 55 and 60. She passed all tests 
on the Binet Form L at the 3- and 314- 
year age level. Tests at the 4-year age 
level were passed, but with difficulty. 

The Gesell developmental — score 
showed a development age of 3 to 314 
years, motor behavior 56 weeks, adap- 
tive behavior 2 to 3 years, language 
behavior 3 to 4+ years, personal social 
behavior 4 years. 

All laboratory data for both children 
were within normal limits. 

Roentgenograms of both children 
showed a_ kyphoseoliosis below the 
tenth dorsal vertebra. Dr. J. S. Leh- 
man (Hahnemann Hospital) felt that 
universal vertebra plana was demon- 
strated, being flattened but not having 
irregular edges which is usually seen 
in a typieal Morquio-like syndrome. 
The long bones were not remarkable 
except for rather tubular and narrow 
appearance, and there was no real ab- 
normality of the hands, wrists, elbows, 
knees, or ankles. There were definite 
acetabular changes with irregularities 
of development of acetabular and bi- 
lateral coxa vara, which is classical 
for Morquio’s disease. 


DISCUSSION 


Over seventy-five cases of Morquio’s 
disease have been reported since 1929 
when Morquio first deseribed this syn- 
drome. The majority of cases have 
been reported in the French and Brit- 
ish literature. Morquio* identified this 
condition as a familial osseous dys- 
trophy; Dale® described it as sym- 
metrie osseous dystrophy and familial 
osteochondrodystrophy ; Brailsford® as 
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chondro-osteodystrophy, and Shelling? 
as deforming osteochondrodystrophy. 
Caffey believes that practically all 
of the patients with classical Morquio’s 
disease have been healthy during the 
first three vears of life, when deformi- 
ties develop. The bony 
changes of this condition apparently 
have not been observed in fetuses or in- 
fants, but first become evident during 
the fourth and fifth vears of life, when 
difficulties in walking and deformities 
of the spine are noticed by parents. 
According to Caffey* the criteria for 
a diagnosis of classical Morquio’s dis- 
(osteochondrodystrophy) is de- 
pendent on a normal head, short neck 
and trunk, kyphosis, multiple deformi- 
ties of the extremities which are not 
necessarily shortened, knock-knee and 
flatfeet, knobby swellings at the knees 
and elbows and at different levels of 
the spine, short and deep thorax bulg- 
ing ventrad into a pigeon breast de- 
formity, kyphotie spine in either tho- 
raci¢ or lumbar segments, weakness of 
arms and legs, with clumsy gait. The 
most important single x-ray finding is 
demonstration of universal vertebre 
plana (flattened and wedge-shaped 
vertebral bodies with irregular edges), 
which is directly responsible for short- 
ening of the neck and trunk. In the 
long bones the most constant and diag- 
nostic finding is defective and irregu- 
lar calcification of the proximal ends 
of the femurs with bending of the fem- 
oral necks and flattening of the prox- 
imal ossification centers; the acetabu- 
lar eavities are often enlarged and 


begin to 


ease 


deepened. 

Every once in a while disease states 
are discovered, such as the cases we 
have diseussed, that defy exact diag- 
nosis. Many times an attempt is made 
to foree a group of such symptoms 
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into some diagnostic category into 
which they fit poorly. 

It is of interest to note that of five 
roentgenologists, three felt films of the 
presented cases were diagnostic of 
Morquio’s disease as evidenced by uni- 
versa plana, retardation in carpal de- 
velopment, and bony changes around 
the head of the ulna. In spite of the 
lack of changes of the pelvis and long 
bones, it was felt clinical evidence and 
the minimal roentgen findings were 
sufficient to diagnose the disease. 

Dr. Caffey,' in reviewing our cases, 
felt they suggested a familial kypho- 
scoliosis with rarefaction and atrophy 
of all of the bones below the tenth 
dorsal segment. Case 2 had normally 
formed vertebrae above the tenth dor- 
sal. He felt the arm bones were nor- 
mal. Case 1 had normal long bones, 
with a marked scoliosis which he felt 
was due to muscular weakness. A need 
for a myelogram to rule out a lipoma 
or eyst inside the spinal cord was sug- 
gested by Dr. Caffey. 

Dr. Herman Ostrum, who 
orated with Einhorn and associates in 
1941, did not feel these cases were 
classical, but felt they should be 
classed as irregular osteochondrodys- 


eollab- 


trophy. 

Dr. Henry L. Jaffe,’ of the Hospital 
for Joint Diseases, failed to see any 
distinetive evidence of Morquio’s dis- 
ease. He could not explain the basis 
for the seoliosis, but felt an abortive 
form of neurofibromatosis might be 
investigated. 

Because of this wide variance of 
opinion, we felt it necessary to review 
the literature for other opinions of how 
to diagnose Morquio-like syndromes 
when some of the classical findings 
were not present. The only applicable 
term was an irregular familial chon- 
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dro-osseous defect as deseribed by 
Jackson. He ealled attention to the 
inability to fit such a condition into 
a recognized syndrome. The various 
osseous dystrophies do not necessarily 
fall into watertight compartments, but 
there is an overlapping. A similarity 
exists between the spine in Morquio’s 
disease and in gargoylism; the de- 
pressed nasal bridge of gargoylism and 
achondroplasia and some cases of 
Morquio’s disease; the thick, stumpy 
phalanges and metacarpals in achon- 
droplasia, Morquio’s disease and elei- 
doeranial dysostosis; the joints of mul- 
tiple epiphyseal dsyplasia, of gargoyl- 
ism and less severe cases of Morquio’s 
disease. 

It is of interest to review some of the 
classical descriptions and to note the 
variance in description of this disease 

Morquio* in 1929 ealled attention to 
a marked spinal kyphosis with angula- 
tion at the dorsilumbar region, chest 
deformity with inereased AP diameter 
and forward thrusted sternum (pectus 
carinatum), raised eclavicles and short 
neck, giving an appearance as if the 
head was pushed into the deformed 
thorax, genu valgum from the enlarge- 
ment of the internal femoral condyles, 
large flatfeet with various deformities, 
enlargement of the head and epitroch- 
lear of the humerus, feeling of emp- 
tiness in the wrist joint, and its exces- 
sive range of movement, lax ligaments 
and low muscle tone, grating and crep- 
itation in the joints, difficulty in loco- 
motion, irregularity, deformity, and 
delayed ossification in the epiphysis. 

Brailsford® in 1929 listed the more 
important roentgenologie changes such 
as irregularity and fragmentation of 
the epiphysis, multiple centers of ossi- 
fication, large joint spaces, short, thick 
long bones with coarse, irregular retie- 


ulation of the cancellous tissue and ab- 
sence of regular lines in the lamellae, 
wide, flat, vertebral bodies (platy- 
spondia), some pointed in front and 
some wedge shaped, the wide inter- 
vertebral dises, erosion of acetabulae 
and heads of femurs, the irregularity 
of the carpal and tarsal bones, pointed 
bases to metacarpals and metatarsals, 
prominent thorax due to the arrest of 
growth of the spine at the cervicodor- 
sal junction. 

Ruggles’® deseribed eight cases in 
1931 of dwarfism due to disordered 
epiphyseal development. The sternum 
was narrow and prominent, with 
kyphosis in the thoracie and lumbar 
region. Wrists and ankles showed 
considerable hypermobility. There 
was loss of power in the arms and legs 
but no museular atrophy. The condi- 
tion was congenital and early signs of 
it were apparent at 2 to 3 months. 
In some cases they were overlooked un- 
til the child began to walk. 

Warkany and Mitchell" first men- 
tioned an atypical chondrodystrophy 
in 1934 in which they questioned 
whether Morquio’s osseous dystrophy 
be considered a distinct syndrome or 
an atypical form of chondrodystrophy. 
Their cases had characteristic symp- 
toms of both diseases. 

Summerfeldt and Brown™ in 1936 
called attention to the familial oceur- 
rence of Morquio’s disease. To the 
time of their report of two brothers, 
only three cases were on record in 
which only one member of a family 
was affected. 

Jacobsen" in 1939 deseribed heredi- 
tary osteochondrodystrophy deformans 
in a family with twenty members af- 
fected in five generations. He pointed 
out the familial incidence associated 
with complete or partial arrest of en- 
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dochondral ossification. The resulting 
deformities will depend on what pat- 
tern the perverted cartilage growth 
It may take the form of en- 
chondromas, remaining as multiple is- 
lands of cartilage cells within the 
epiphyses or shafts, of multiple ear- 
tilaginous exostoses (chondrodys- 
plasia) in which outgrowths appear 
at the line of enchondral ossification 
between the epiphysis and diaphysis, 
of chondromas predominant on, if not 
limited to, one side or one limb 
(Ollier’s disease) or if a severe epi- 
physeal disturbance in which the heads 
of the femurs are practically absent in 
most eases and there is a marked 
kyphosis and dwarfism (Morquio’s dis- 
ease ). 

Marcos and Pieroni'* in 1944 noted 
that exceptional muscular weakness or 
slight deformation of the spine may be 
present at birth and demonstrable by 
thorough examination. Initial symp- 
toms include delayed or uncertain 
walking, vertebral curvatures, flatten- 
ing and widening of the root of the 
nose, chest deformities, and enlarge- 
ment of certain joints, with excessive 
laxity of the ligaments. Even when 
manifestations appear as late as dur- 
ing the fifth year, a congenital origin 
must be assumed, and the history will 
show some symptoms during the first 
two or three years, like delayed walk- 
ing, muscular deformities of thorax 
and spine, leading frequently to an 
erroneous diagnosis. 


follows. 


Einhorn and associates'® ' reported 
three cases of Morquio’s disease in 
1941. In 1946 necropsy on one of 
these was described. They reported 
bodies of the vertebrae which were 
flattened and irregular in outline, with 
roughened articular surfaces and fre- 
quent wedging. There was kyphosis 
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in the dorsal and lumbar regions and 
thickening of the intervertebral dises. 
The ribs were widened and flat, and 
the intercostal spaces were narrowed, 
with anterior protrusion of the ster- 
num of varying degree. 

In the fatal case described there 
was a definite abnormal relationship 
between the first cervical segment and 
the base of the skull. This abnormal- 
ity resulted in pressure on the brain 
stem and upper part of the cervical 
portion of the spinal cord, with the 
compression of the latter. 

Jackson’? in 1951 deseribed an ir- 
regular familial chondroosseous defect. 
He reiterated that the literature of the 
generalized developmental bony syn- 
dromes showed confusion of thought 
and nomenclature. There are marked 
clinical, prognostic, and pathological 
differences between the main chondro- 
osteodystrophie syndromes, but the at- 
tempt to separate out more and more 
of these as distinct diseases with new 
and eonfusing names is not scientifi- 
eally justifiable. 

A plea is made for a_ simplified 
classification of generalized osseous 
dystrophies. The following classifica- 
tion of Jackson’s is not intended as a 
complete or final classification, but as 
a suggestion for clarifying the ordi- 
nary person’s conceptions, simplifying 
the general nomenclature, and render- 
ing easier identity of unusual cases 
such as we have presented. 
Cartilaginous Defect (Affecting Cartilage 

Bone Only) 
Diaphyseal Only (displaced islands of car- 
tilage cells) 
Multiple enchondromas (type Ollier) 
Multiple exostoses (type Keith) 
Mixed, incomplete, and intermediate types 

Metaphyseal Dysplasia 

Epiphyseal Only 

Whole Bone 


Achondroplasia 
Type Morquio (all degrees of severity) 
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Intermediate types 
Gargoylism (all degrees of severity) 
Intermediate types 
Irregular types 
Defect in Ossification (Affecting Cartilage 
and Membrane Bone) 
Osteogenesis imperfecta 
Increased bone density 
Intermediate types 
Osteodental dysplasia 

Brailsford'® in 1952 discussed the 
etiology of the condition in which he 
felt that some lethal factor in the par- 
ents introduced a state of inecompati- 
bility. The nature of the dystrophy 
is that of an irregular chondro-osseous 
dystrophy. It resembles achondropla- 
sia superficially in its dwarfism, short 
limbs, waddling gait, brachy- 
daetyly; but the normal skull, the ar- 
ticular and vertebral irregularities, the 
high humeroulnar ratio, elubfoot, and 
the lack of a dominant pedigree invali- 
date that diagnosis. 

Whiteside and Cholmeley™ in 1952 
described four eases of Morquio’s dis- 
ease and reviewed the literature, prob- 
ably with the most complete bibliog- 
raphy on this subject. They empha- 
size that the disease is often improperly 
reported. 

Toma* in December, 1953, reported 
three cases of true chondroosteodys- 
trophy. One of these cases, reported 
by us (T. L.), was seen by him at 4 
years of age. He felt the joint spaces 
in both hips were enlarged. The physi- 
cal and roentgenographie findings in- 
dieated an early or beginning chondro- 
osteodystrophy. True chondro-osteo- 
dystrophy has involvement of all the 
skeletal tissues, clinically and radio- 
graphically. In the preactive phase of 
chondro-osteodystrophy the appear- 
ance of the skeletal tissues is atypical. 
They show only partial developmental 
irregularities and are most often not 
diagnosed. 


Townsend-Coles”’ in February, 1954, 
reported on seven eases of chondro- 
osteodystrophy (Morquio’s disease) oe- 
curring in three sets of siblings. In 
each set the parents were close blood 
relatives. One father had simultane- 
ously produced a large family of 
healthy children by a second wife to 
whom he was not a blood relation. 


SUMMARY 


Morquio’s disease is a condition 
easily diagnosed when a kyphoscoliosis 
of the cervical or lumbar spine is asso- 
ciated with changes of the pelvis and 
long bones. There is difficulty in ree- 
ognizing atypical types as evidenced 
by the variance of opinion in the cases 
presented. 

Every once in a while the findings 
prevent an exact diagnosis. Instead of 
trying to force a group of symptoms 
into some diagnostic category into 
which they fit poorly, an attempt 
should be made to make a diagnosis 
according to the anatomical involve- 
ment. 

In the cases presented we have classi- 
fied the condition as an irregular fa- 
milial chondro-osseous defect or osteo- 
chondrodystrophy of an undetermined 
type. 
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John Kenny Aged about 13 years, Son to Margret Kenney of Boston, Widow, being 
in very great Torment & pain with the Stone, his Mother and Friends almost despairing of 
any Cure for him; at last hearing of Mr. Zabdiel Boylston of this Town, Chyrurgeon, they 
made their application to him, whe on the 5th of November last in the sight of several 
Physicians, Chirurgeons, and Persons of Note, performed the Operation very accurately and 
well, to the good liking of the Beholders: The Stone was a soft spungy Stone of the bigness 
of an Egg, and broke in the taking out, but the young Lad is now and has been for above 
2 months in perfeet health, and holds his water. This at the desire of the Lads Friends, 
we thought fit to acquaint the Publick of, in case any person should be troubled with the 
like Distemper. 

Boston News-Letrer, Marcu 10, 1707. 


May 7th 1685. A youth was cut for the Stone and a great one taken out as big as a 
Hen’s Egg.—Friday morn, May 8th 1685, the Lad dies, at Neighbour Mason's, and now 
his Son will not be cut, seeing this stranger fare so ill. 

SAMUEL SEWALL Diary. 
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CONGENITAL ACUTE LEUKEMIA 
Skin A First Sign 


D. L. Reimann, M.D., R. L. CLEMMeENs, M.D., anp W. A. Pituspury, M.D. 
Battimore, Mp. 


HE stealthy onset and development 

of leukemia often goes unrecog- 
nized for a considerable time before 
study of blood or marrow smears dis- 
closes the presence of the disease. Even 
in the acute leukemias of early child- 
hood the diagnosis may be long de- 
layed. If external signs appear, one 
is likely to minimize the significance of 
the signs or misinterpret them. Deep 
cutaneous nodules, when they oceur, 
may be the first external signs of acute 
leukemia in newborn infants. 
though these nodules are histologically 
suggestive of leukemia, their misinter- 
pretation is likely. 

The reported incidence of leukemia 
in the newborn infant varies as one 
reads the older and more recent litera- 
ture. This variation may be explained 
on the basis of the erroneous inclusion 
of cases of erythroblastosis fetalis. We 
were able to find thirty-three cases of 
leukemia in infants under one month 
of age.’ In seventeen of these cases, 
manifestations of the disease were pres- 
ent at birth. Twenty-eight were mye- 
locytic; four, lymphoeytie; and one, 
unidentified. 

The first case of congenital leukemia 
with skin nodules was described by 
Stransky* in 1925. Since then, six addi- 
tional cases have been reported." * 
Skin lumps were present at birth in 
five of these cases.’ * The remain- 


From the Departments of Pathology and 
Pediatrics, Bon Secours Hospital and Uni- 
versity of Maryland, School of Medicine. 

Aided by a grant from the Sydney M. Cone 
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ing two infants developed subeutane- 
ous nodules in the first two weeks of 
life. In each of these seven cases, at 
the time of the appearance of the skin 
lumps, there was hepatomegaly, pete- 
chiae, or leukocytosis. 

The skin lesions found in leukemia 
may be classified as leukemids or leu- 
kemia cutis. The former are non- 
specifie lesions which do not contain 
collections of leukemia cells. These 
may be vesicular, pustular, erythem- 
atous, bullous, or petechial. Leukemia 
cutis, on the other hand, is specific. It 
is characterized by the presence of leu- 
kemia cells or hematopoietic tissue. 

Fortina, and Petrocini,’® in a eare- 
ful description of leukemia nodules in 
infaney, deseribed lesions similar to 
those observed in a case that came un- 
der our observation. The lesions ap- 
pear in the scalp, cheeks, ear lobes, 
nose, and torso. Measuring 0.2 to 3 
em. in diameter, the nodules are pal- 
pated as firm, woody or fibromalike 
tumors in the deep corium. They move 
freely over the subeutaneous tissue, 
but are well fixed to the skin. The 
overlying epidermis is usually smooth, 
moderately atrophic, and bluish-red or 
slate gray. Rarely, they ulcerate to 
form ulcers with sharp edges. Micro- 
scopically, they appear as well-vascu- 
larized fibroblastic or fibrocytie ill-de- 
fined expanses which merge with the 
surrounding stroma. The lesions show 
a tendency to encircle the adnexal 
structures of the skin. Aggregates of 
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hematopoietic cells are seattered 
through the lesions. Sometimes, the 
hematopoietic elements are few and 
easily missed. 

When specifie leukemic nodules ap- 
pear, death is near. Occasionally, the 
nodules seem to recede, but this is not 
to be taken as an encouraging sign. 

The presently reported case is the 
first, so far as we know, in which skin 
nodules preceded hepatomegaly, leu- 
koeytosis, petechiae, and other outward 
signs of leukemia. 


Fig. 1.—Photomicrograph showing lesion ex- 
tending into the superficial corium. 


CASE HISTORY 


At birth, this white female infant 
appeared to be normally developed 
and in good health. Satisfactory re- 
spiratory functions were promptly 
initiated and there were no cardiovas- 
cular abnormalities. The only pereep- 
tible flaws in this individual were 
‘*knots’’ in the skin. There was no 
lymphadenopathy, hepatomegaly, 
splenomegaly, or pallor. The hemo- 
globin concentration was 111 per cent; 
the erythrocyte count, 4.9 millions. Of 
the 6,900 leukocytes per eubie milli- 
meter, 29 per cent were interpreted as 


neutrophilic polymorphonuelear gran- 
uloeytes; 8 per cent, as monocytes; 2 
per cent, as eosinophils; 6 per cent as 
normoblasts, and 56 per cent were er- 
roneously interpreted as lymphocytes. 
Seen four weeks later, this baby had 
developed additional lumps in the skin 
of the torso, extremities, and in the 
sealp. Together they numbered nine. 
Individually, the lesions measured 
from 0.5 to 2 em. in diameter. The 
overlying epidermis was smooth and 
faintly reddened. The lesions were dis- 
crete and firm, having the consistency 
of fibromas. Over the subcutaneous tis- 


Fig. 2.—Photomicrograph showing the greater 
portion of lesion in the deep corium. 


sue, the tumors moved freely, but not 
independently of the epidermis. Im- 
pressions gained by histologic examina- 
tion ineluded unelassified malignant 
tumor, angioendothelioma with extra- 
medullary hematopoiesis, and fungous 
infection. The lesions (Figs. 1 and 2) 
were composed of globoid or polyhe- 
dral cells, tightly packed in an organ- 
oid array. There was nothing about 
the lesions which resembled leukemic 
infiltration, but there were few small 
cells possessed of compact nuclei which 
were hesitantly interpreted as hema- 
topoietie. 


REIMANN ET AL,: CONGENITAL ACUTE LEUKEMIA 417 


While the child was in the hospital, 
the temperature, the respiratory and 
cardiovascular functions, nutrition, 
and excretory habits were normal. The 
skin tumors diminished in size before 
discharge. The leukocyte count at 
this time was 9,000 per cubie milli- 
meter. 

At the age of 13 weeks, the patient 
was readmitted with fever (103° F.), 
persistent vomiting, pallor, exophthal- 
mos, cervical lymphadenopathy, and 
skin nodules that had enlarged again. 
The liver extended 2 em. below the 
costal margin and the spleen was pal- 
pable. The peripheral blood contained 
89,000 leukocytes, and 3.2 millions 


Fig. 3.—-Photomicrograph of blood smear. 


erythrocytes per cubie millimeter. The 
platelet count, which previously had 
been 220,000, dropped to 25,000 per 
cubie millimeter. Primitive myeloid 
cells dominated the blood smear (Fig. 
3). A similar disproportion of myeloid 
cells existed in the marrow (Fig. 4). 

By 14 weeks, the leukocyte count 
dropped to 40,000 per eubie millimeter. 
The child became more gaunt and 
feverish, and died. At autopsy, leu- 
kemie infiltration of the liver, kidneys, 
mesenteric lymph nodes, and gastric 
mucosa was found. 


The mother of this baby had been 
given gamma globulin two months be- 
fore delivery, because another child 
had had poliomyelitis. The history of 
her previous pregnancies, as well as 
her last, was normal. There was no 
Rh incompatibility. 


SUMMARY 


1. Skin nodules may be the first sign 
of congenital leukemia. 

2. The nodules are histologically 
characteristic even though leukemic 
infiltration or hematopoiesis be ineon- 
spicuous. 


Fig. 4.—Photomicrograph of marrow smear. 


3. A ease of congenital myeloid leu- 
kemia with specific skin nodules is re- 
ported. 

Thanks are due Dr. Milton Sacks for his 
help in interpreting the blood and marrow 


smears, and Dr. G. Raceuglia for his help 
with the foreign literature. 
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ACCIDENTS—A MAJOR CHILD HEALTH PROBLEM 


Jacosziner, M.D. 
New Yor, N. Y. 


CCIDENTS have the dubious dis- 

tinction of being the leading 
cause of death in ages 1 through 34 
years. 

Due to the notable advances in medi- 
cine and public health, infant and 
child deaths from other causes have 
declined precipitously during the past 
thirty years. The death rates from 
accidents, however, in the same age 
group did not parallel the general mor- 
tality decline. 

In 1930 deaths due to accidents ac- 
counted for 11 per cent of all deaths 
in the one- to four-year age group, 
whereas in 1950 it rose to 17 per cent 
of all deaths. 


SCOPE OF THE PROBLEM 


More children died from accidents 
last year in New York City than from 
the ten leading communicable diseases 
combined (Fig. 1). 

There were 193 fatalities due to ae- 
cidents in children under 6. One hun- 
dred forty-five, or 75 per cent, oe- 
curred in the home (Table I). 


NATURE OF INJURY 

Falls—Falls accounted for 31 
deaths, or 21.4 per cent. They involved 
chiefly falls from one level to another 
and were more frequent in the one- 
and two-year age groups who were re- 
sponsible for eighteen such mishaps, or 
60 per cent of all falls. The high in- 

From the New York City Department of 
Health. 

Read before the Section on Pediatrics at 
the 103rd Annual Meeting of the American 


— Association, San Francisco, June 24, 
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cidence of falls in this early age group 
is probably due to their great mobility, 
exploration, and lack of experience 
and caution. 

Poisonings.—Poisonings caused 28 
deaths, or nearly 20 per cent of all 
fatal home accidents. Sixteen of the 
deaths due to poisoning were caused 
by lead intoxication which is not un- 
common in infants and young children. 
The source is mainly paint containing 
lead on repainted cribs, wall plaster, 
furniture, and toys, which are ingested 
by young children, especially those suf- 
fering from pica. Fourteen of the six- 
teen deaths were in females and mainly 
in lower socioeconomie areas. Other 
agents such as barbiturates, aspirin, 
fluorides, carbon tetrachloride alcohol, 
and other medicaments accounted for 
the remainder. 

Burns.—Burns caused by fire were 
responsible for twenty-five deaths, or 
over 17 per cent of the home accidents. 

Mechanical Suffocation.—Thirty-one 
deaths were due to ‘‘mechanie! suf- 
foeation.’’ Recent careful studies,’ 
however, have indicated that ‘‘mechan- 
ical suffoecation’’ in most cases is an 
erroneous diagnosis, due to incomplete 
autopsies, and that sudden death in 
these infants is actually due to some 
undiscovered illness, such as fulminat- 
ing respiratory disease. A sex and 
color difference has been noted; it was 
more common in the male and the non- 
white. 

Inhalation and Ingestion of Food 
and Other Materials.—Inhalation and 
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DEATHS 


Fig. 1.—Certain causes of death of children under 6 years of age, New York City, 1952. 
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ingestion of food and other materials 
accounted for fourteenth deaths, or 10 
per cent of all home accidents. 

AGE 

1. Mechanical suffocation was the 
leading eause of fatal aecidents in the 
0- to 1-year group, accounting for 
nearly 50 per cent of all such deaths 
at this age. Burns, inhalation, and 
ingestion were next in frequency. 

2. Falls were the leading cause of 
death between 1 and 2 years and were 
responsible for 39 per cent of all fatal 
accidents in this age group. Poison- 
ings and burns, respectively, were next 
in frequeney. 

3. Poisonings and falls tied for first 
place in the 2- to 3-year age group, 
each accounting for 43 per cent or an 
aggregate of 86 per cent of the fatal 
accidents reported at this age. 

4. Poisoning was again the chief 
killer at age 3 to 4 years, accounting 
for approximately 42 per cent of all 
fatal accidents in this age grouping. 
Burns were second and responsible for 
33 per cent of the deaths. 

5. The number one killer at the 4 to 
5-year age level was burns, with a ree- 
ord high of 50 per cent of all deaths 
from accidents reported at this age. 
Falls and poisonings tied for second 
plaee, each contributing 25 per cent of 
the accident fatalities at this age pe- 
riod. 

The most dangerous age is 0 to 1- 
year, accounting for 43 per cent of the 
total deaths, followed by age 1 to 2 
with an additional 15 per cent of all 
deaths. The 0- to 3-year group ac- 
counted for 106 deaths, or 72 per cent 
of the total fatal accidents. 

For all home accidents, the under 
l-vear-olds accounted for 62 deaths, or 
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43 per cent of the total. Next in fre- 
queney was the l-vear group with a 
total of 23 deaths, or 15 per cent; then 
the 2-vear-olds with 21 deaths, or 14.5 
per cent, then the 4-vear-olds aecount- 
ing for 20 deaths, or 14 per cent, fol- 
lowed by the 3-vear-olds with 12 deaths 
or 8.5 per eent, and, last, the 5-year 
age group with 7 deaths, or 5 per cent 
of the total fatal accidents. 


SEX 


**Mechanical suffoeation,’’ burns, 
falls, and inhalation of food were more 
common in the male; poisonings, par- 
ticularly lead poisonings, were more 
frequent in the female. 

Of the total number of fatal home 
accidents, 77 involved males and 68 
females, which could be ascribed 
purely to a chance occurrence, espe- 
cially sinee the total figures are small 
in number. 


COLOR 


The number of fatal home accidents 
in the nonwhite was higher than would 
be expected from the composition of 
the general population, about 25 per 
cent but here, again, no sound conelu- 
sions ean be drawn from these data 
because of the size of the sample. 


NONFATAL ACCIDENTS 
It is conservatively estimated that 
for every fatal home accident, 145 are 
injured and disabled, and about four 
suffer a permanent crippling injury.* ° 
One fatal accident occurs in the United 
States every five minutes and one non- 
fatal aecident every three seconds.°® 
The above figures grimly emphasize 
the lamentable condition which exists 
today and that heroic measures are 
needed in its solution. As Dr. Arm- 
strong very aptly pointed out, ‘* there 
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is no simple solution to the aecident 
problem.”’ Health departments, or- 
ganized medicine, practicing physi- 
cians, pediatricians, health and welfare 
community agencies, engineering and 
industry must realize that home safety 
is an important aspect of our daily life 
and that they must all actively partici- 
pate in the program if it is to operate 
effectively. 

Our present knowledge of accidents 
is chiefly derived from studies relating 
to fatal accidents, but very little data 
are available on the morbidity of ae- 
cidents which constitutes the major 
part of the problem. A great deal more 
must therefore be learned about the 
causation of all types of accidents be- 
fore sound preventive programs aimed 
at the control of accidents can be in- 
stituted. 

Gordon* emphasized that ‘‘aecidents 
follow a basic epidemiologic pattern 
and must be studied in the same man- 
ner as any other disease entity.’ <Ae- 
cording to Gordon, epidemiologic 
techniques are applicable and should 
be followed in studying accident causa- 
tion in the same manner as in the study 
of communicable diseases, for accidents 
conform to the same biologie laws as do 
disease processes. Some accidents fol- 
low an explosive pattern while others 
follow a less fluetuating endemic pat- 
tern. Accidents involve not only the 
agent, but the host and environment. 
All three components exert an influ- 
enee and interact to bring about an ae- 
cident occurrence. The three com- 
ponents and their interaction must 
therefore be considered and _scruti- 
nized. Age, sex, socioeconomic condi- 
tions, particularly housing, cultural 
and emotional aspects also play dom- 
inant roles. 

In order to gain further knowledge 
about nonfatal aecidents, the Bureau 


of Child Health of the New York City 
Department of Health, which is re- 
sponsible for the health supervision of 
infants and young children, undertook 
a long-range study. It was designed 
to obtain accurate information on the 
epidemiology of accidents in the pre- 
school population. It was aimed to ob- 
tain the facts, serutinize and evaluate 
the data, and to institute preventive 
and control measures based on the 
facts. It included a threefold program 
of: 


1. Staff education 
2. Parent education 
3. Epidemiologic studies 


RESULTS OF EPIDEMIOLOGIC 
INVESTIGATIONS 


Data on one thousand nonfatal in- 
juries are here presented (Table IT). 
It shows the nature of injuries by sex 
and color. 

Sex.—Five hundred sixty-seven in- 
juries occurred in the male and 433 in 
the female. It is a statistically signifi- 
cant sex difference. 

Color.—The number of injuries in 
the nonwhite group is higher than the 
percentage composition of the non- 
white group in the general population. 
No accurate figures, however, are avail- 
able for the color composition of the 
children under study, so that no con- 
clusion will be drawn here as to color 
significance. 


ANATOMICAL SITE 


Accidents were classified not only 
as to the cause and nature of injury, 
but also as to the parts of the body 
affected (Figs. 2, 3, and 4). Five hun- 
dred eighty-two of all accidents, or 58.2 
per cent, involved the head; 132, or 
13.2 per cent, were injuries of the left 
upper extremity; 11.3 per cent of the 
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right upper extremity. The trunks 
was involved 98 times, or 9.8 per cent 
of all injuries. Other less frequent 
sites of injuries were the left lower 
extremity, accounting for 6 per cent, 
and, last, the right lower extremity, 
with 4.4 per cent of all injuries. In- 
juries to the head resulted mainly 
from falls. Of 412 falls (Table III), 


RIGHT LEFT 


Fig. 2.—Parts of body affected: all accidents. 


excluding falls with parts of the body 
involved unknown, 340, or 82.5 per 
cent, involved the head. The percent- 
age of head involvement decreased 
with age, ranging from 86 per cent in 
the under-one-year, to 62 per cent in 
the 4-year-and-over age group. The 
trunk was affected in falls in 6 per 
cent, next came the left upper extrem- 
itv accounting for only 4 per cent; 
then the left lower and right upper 
with the same number, 14, or 3 per 
cent, and finally the right lower ex- 
tremity. 

In burns the upper extremities were 
most frequently involved. Sixty-one 
per cent of all burns, exclusive of burns 
where the part of the body involved 


was unknown, resulted in injury to an 
upper extremity. The left upper ex- 
tremity was the one most frequently 
affected, approximately in 36 per cent 
of all burns, followed by the right up- 
per extremity. Next in frequency was 
the trunk, with 17.5 per cent, followed 
by the head, and lower extremities. 
There was no apparent difference in 
this pattern with age. 


RIGHT LEFT 


Fig. 3.—Parts of body affected: falls. 


RIGHT LEFT 


Fig. 4.—Parts of body affected: burns. 


i 


426 THE JOURNAL OF PEDIATRICS 


TABLE LII, Home AccibENT Morsipity Stupy, HEALTH STATIONS, NEW 
York City DEPARTMENT OF HEALTH, 1952-1953 
INCIDENCE OF ACCIDENTS BY TYPE AND Part oF Bopy INVOLVED 


FALLS. BURNS 
OTHER 
OTHER THAN PER CENT 
THAN | PER CENT UPPER UPPER UPPER 
AGE HEAD | HEAD |WITH HEAD EXTREMITY | EXTREMITY | EXTREMITY 
IN INVOLVE- | INVOLVE- | INVOLVE- INVOLVE- | INVOLVE- | INVOLVE- 
YEARS | TOTAL*| MENT MENT MENT | TOTALt MENT MENT MENT 
Under 1 8S 76 12 86 57 34 23 60 
1 157 141 16 90 88 35 33 63 
4 &2 65 17 79 30 19 11 63 
3 51 36 15 71 19 10 9 53 
4 and over 34 21 13 62 11 8 3 73 
Total 412 339 73 &2 205 126 79 61 


*icxcluding falls with part of the body involved unknown. Majority of falls have head 
involvement. Percentage with head involvements decreases with older children, 

+Execluding burns with part of body involved unknown. Majority of burns have upper 
extremity involvement. No change in pattern due to age. 


Tasie LV. Home Accipent Morsipiry Stupy, CHiLp HEALTH STATIONS, NEW 
York City DEPARTMENT OF HEALTH, 1952-1953 
DIAGNOSIS OF INJURY BY TREATMENT AGENCY 


TREATMENT AGENCY* 


NO. 
TOTAL MEDICAL 
NO. OF TREAT- 
DIAGNOSIS INJURIES MENTS PP. OPD. LP.D. | OTHERt | UNKNOWN 
Burn 213 101 32 52 18 6 8 
Fracture 73 2 16 31 24 ~ 3 
Dislocation 3 1 2 - 1 - 
Sprain 6 1 2 1 1 1 
Concussion 30 5 7 5 12 2 
Contusion, laceration, ete. 641 316 93 167 19 40 16 
Poison 11 1 1 2 7 - - 
Animal bite 7 1 2 1 2 - 2 
Human bite 1 - - 1 
Swallowed object 1 - - - 1 - - 
Other 1 3 2 3 - 
Unknown 6 3 - 1 1 - 
Total 159 261 8S 50 31 
*Duplicate count. 
*tDenotes: Nurse, druggist, playground supervisor, etc. 
V. Home AccipentT Morsipity Stupy, HEALTH STATIONS, NEW 
York Crry DEPARTMENT OF HEALTH, 1952-1953 
LACERATIONS BY AGE, SEX, AND COLOR 
AGE IN FEMALE 
YEARS TOTAL | TOTAL | WHITE | P.R. | OTHER | TOTAL | WHITE | P.R. | OTHER 
Under 1 | 57 34 8 15 71 46 9 16 
1 222 139 96 12 31 83 55 8 20 
2 123 70 54 2 14 53 36 1 16 
3 93 60 51 2 7 33 28 2 3 
4 49 22 19 1 2 27 24 - 3 
5 and over 15 8 7 - 1 7 7 - - 
Unknown 8 . 2 3 2 1 
~~ Potal ~ | 641 364 267 25 72 277 198 21 58 
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ACCIDENTS BY NATURE OF INJURY, AGE, 
SEX, AND COLOR 

Lacerations and contusions com- 
bined were the highest category, with 
a total of 64.1 per cent of all injuries 
(Table IV). They were more frequent 
in the male (Table V) 364 or 36.4 per 
cent of all nonfatal accidents against 
277, or 27.7 per cent, in the female, a 
statistically significant difference. The 


Burns—Burns (Table VI) came 
next in frequeney, constituting 21.3 
per cent of all injuries. They were 
more frequent in the male and high- 
est in the one-year-olds, decreasing 
steadily with age. There appears to 
be a marked preponderance in the 
nonewhite group, over 38 per cent of 
all burns. This may be associated with 
socioeconomic conditions such as hous- 
ing. 


TABLE VI. HloME AccIDENT Morsipity Stupy, CHILD HEALTH Stations, NEw 
York City DEPARTMENT OF HEALTH, 1952-1953 
BURNS BY AGE, SEX, AND COLOR 


AGE IN MALE FEMALE 
YEARS TOTAL | TOTAL | WHITE| P.R. | OTHER | TOTAL | WHITE | P.R. | OTHER 
Under 1 57 35 13 3 19 22 8 2 12 
89 54 34 6 14 35 20 3 12 
2 30 13 9 1 3 17 9 2 6 
3 20 13 7 - 6 7 4 - 3 
4 9 4 2 - 2 5 3 - 2 
5 and over 2 2 2 - - - - - - 
Unknown 6 1 - - 1 5 2 - 3 
Total 213 122 67 10 45 91 46 7 38 


TABLE VII. Home AccipeNT Morsipity Stupy, CHILD HEALTH STATIONS, NEW 
York City DEPARTMENT OF HEALTH, 1952-1953 
FRACTURES, SPRAIN, DISLOCATIONS, AND CONCUSSIONS BY AGE, SEX, AND COLOR 


AGE IN MALE FEMALE 

YEARS TOTAL | TOTAL | WHITE | P.R. | OTHER | TOTAL | WHITE | P.R. | OTHER 
Under 1 14 7 5 2 - 7 3 1 3 
24 14 i) 2 3 10 7 1 2 
2 32 19 14 2 3 13 10 1 2 
3 14 7 6 ~ 1 7 4 - 3 
4 15 7 5 1 1 8 6 - 2 
5 and over 11 4 3 - 1 7 6 - 1 
Unknown 2 2 2 - - - - - 
Total 112 60 44 7 i) 52 36 3 13 


nonwhite had a higher incidence than 
might be expected from the composi- 
tion of the general population. No 
conclusion will be drawn as to color 
significance for the same reasons men- 
tioned before. They were highest in 
the one-year age group, decreasing in 
frequeney with age in both sexes. It 
undoubtedly reflects thé immaturity 
and inexperience of this age group 
since most of these injuries originated 
from falls. 


Fractures, Sprains, Dislocations and 
Concussions.—F ractures, sprains, dis- 
locations, and coneussions accounted 
for 112 injuries, with fractures lead- 
ing the list with 73 oceurrences and 
concussions accounting for an addi- 
tional 30 (Table VII). 

The above listed group were also 
more common in the male, and highest 
in the 2-year age group. Here, too, 
the nonwhite rate was high as com- 
pared with the general population. 
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THE 


ORIGIN OF INJURIES 


Most of the fractures, dislocations, 
sprains, coneussions, contusions, and 
lacerations resulted from falls while 
running, slipping, walking, and play- 
ing. Poisonings were mainly due to 
the ingestion of medications. Burns 
resulted chiefly from contact with fire 
and with hot substances. 


ETIOLOGY OF INJURIES BY AGE GROUP 


Falls.—Falls (Chart II) were re- 
sponsible for 45.2 per cent of all in- 
juries, and burns came next in fre- 
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dren are exposed. At this stage of 
growth and development, a child ex- 
hibits greater daring, mobility, and ex- 
ploration in newer play patterns. It 
may also be due to the fact that many 
minor events are unreported. Burns, 
like falls, were more frequent in the 
under-l-vear group, with an incidence 
of 26.9 per cent of all injuries at this 
age and diminishing steadily with in- 
creasing age to an incidence of 7.1 per 
cent in the 5-and-over age group. This 
is perhaps due to the fact that the 
older child has learned from previous 
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Chart IL—Etiology of accidents by age group. 


queney, causing 21.3 per cent of all 
injuries. Falls are higher in the 
younger age group, the under 1-year 
age group accounting for 52.3 per cent 
of all injuries in that age period and 
decreasing steadily up to age 4 to 27.4 
per cent. Falls increase sharply at 
age 5 years and over to a high of 57.2 
per cent of all injuries. This is prob- 
ably due to greater risks to which chil- 


experiences and has become more cau- 
tious in his contact with hot substances. 
He is also less subject to mishandling, 
such as a parent drinking hot coffee 
or smoking while holding baby in arms. 


PLACE OF OCCURRENCE AND AGE 
(CHARTS III AND IV) 


A definite correlation with age is in- 
dieated, 79.3 per cent of all accidents 
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Chart III.—Percentage of accidents and place for all known age groups. 
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Chart IV.—Accidents by place of occurrence and age group. 
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in the under-one-year age group oc- 
curring in the child’s own home. The 
incidence steadily with 
age, reaching a low of 28.6 per cent 
in the 5-vear-and-over age group. <Ae- 
cidents occurring in other than the 
child’s own home correspondingly in- 
crease as age advances. This is linked 
with the child’s normal growth and 
development, for as he grows older he 
spends correspondingly more of his 
time in places other than his own home. 


diminishes 


SERIOUS ACCIDENTS 
A serious aecident is defined as one 
where medical care is indieated and 
obtained either from a private physi- 
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cent of all reported injuries in the un- 
der-1 age group of a high of 71.4 per 
cent in the 5-year-and-over group. 
The higher incidence of serious acci- 
dents with increasing age may also be 
explained in the same manner as indi- 
cated previously for all accidents, such 
as less direct parental supervision, 
more mobility and exploration, greater 
enterprise, more varied play activities, 
greater frequency of exposure to un- 
safe agents and environment. It is 
also possible that there is less report- 
ing of minor events in the older age 
group, since the time interval between 
visits for health supervision on behalf 
of the preschool child is prolonged and 


Hiome AccIpDENT Morsipity Stupy, Cui.p HEALTH STATIONS, NEw YorkK City 
DEPARTMENT OF HEALTH, 1952-1953 
INCIDENCE OF SERIOUS AND NONSERIOUS ACCIDENTS BY AGE 


TABLE VIIT. 


POTAL NO. 


| NO. OF SERIOUS PER CENT SERIOUS OF 


AGE IN MONTHS ACCIDENTS ACCIDENTS TOTAL ACCIDENTS 
Under 1200 212 90 42.5 
12-23 344 155 45.1 
24-35 190 98 51.6 
36-47 134 69 51.5 
48-59 73 49 67.1 
60 and over 28 20 71.4 
Unknown 19 10 52.6 
Total 1,000 491 49.1 
Accident Rates by Age 
For All Accidents For Serious Accidents 
Under 1 year 212 — 6.4/1,000 Under 1 year 90 — 2.7/1,000 
33,015 33,015 
Over 1 year 788 — 10.5/1,000 Over 1 year 401 — 5.4/1,000 
74,390 74,380 
cian, outpatient department, or in- thus the mother may fail to remember 


patient care. 
Four hundred ninety-one injuries, 
or 49.1 per cent of all reported acei- 
dents were classified in above category 
(Table VIII). The incidence of seri- 
ous accidents also varies with age and 
sex. Two hundred ninety-two, or 60 
per cent, were in the male and 40 per 
cent in the female, a significant sex 
difference, 
There is an 
age advances, 


incidence as 
ranging from 42.5 per 


a minor occurrence which happened 
several months prior to the visit. 
Color.—Of the 491 serious accidents, 
112, or about 25 per cent, oceurred in 
the nonwhite, a much higher incidence 
than the percentage composition of the 
population in the community. 


ACCIDENT RATES BY AGE 
(TABLE 


For all accidents, the rate for the 
under-l-year group was 6.4 per 1,000 
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and for the over-l-year group 10.5 
per 1,000. 

For serious accidents, the under-1- 
year rate is 2.7 per 1,000 and the over- 
l-vear rate is 5.4 per 1,000. 

Under One.—Thirty-three thousand, 
five hundred (33,500) represents the 
total number of registered infants in 
child health stations. 

Over One.—Seventy-four thousand, 
three hundred eighty (74,380) repre- 


NUMBER OF ACCIDENTS 


3 


gradually be supplemented by educa- 
tional experiences as the child advances 
in age and as his interests widen. Pro- 
tection becomes less important as the 
child grows older and education as- 
sumes a major role in establishing 
safety habits and attitudes. 


SEASONAL VARIATIONS 


Accidents were more frequent in the 
spring and summer. The highest in- 
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Chart V.—Serious accidents by month and place of occurrence, April, 1952 to March, 1953. 


sents the total number of preschool 
children in the same stations. Rates 
for both categories rise with increas- 
ing age. 

The disparity in accident rates and 
the variation as to age and sex would 
tend to give further weight to Diet- 
rich’s® theory of aecident prevention. 
Dietrich believes that accidents can be 
prevented in children by a changing 
reciprocal relation between protection 
and education. While complete pro- 
tection is needed in infancy, it must 


cidence was reported in July and the 
lowest in Mareh. The March figures 
are not representative, due possibly to 
poor reporting because of a newly ap- 
pointed staff of physicians. There is, 
however, a definite seasonal trend with 
a lower incidence in the fall and winter 
months (Chart V). 

The seasonal variation is perhaps 
due to the fact that there are fewer 
hazardous play opportunities for 
young children during the fall and 
winter months. 


i 


Vi 


i 


30 be 
Z < 
AA 
\ 
| 
° 
> © & s 
| 


432 


TIME OF DAY AND PLACE OF OCCURRENCE 


A definite correlation was obtained 
between the occurrence of a serious 
mishap and the time of day (Table 
IX). Forty-four per cent of all seri- 
ous accidents occurred between the 
hours of 12 noon and 5 p.m. Next in 
frequency was the 6 a.m. to 11 A.M. 
period accounting for an additional 
26.4 per cent. 

Nearly 79 per cent of all serious 
accidents oceurred indoors and the re- 
mainder outdoors; of the outdoor va- 
riety, the playground was the most fre- 
quent place involved. It was respon- 


TABLE IX, 
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ported serious mishaps. It is believed 
that mothers are in direct supervision 
of infants and young children ordi- 
narily to a greater frequency than here 
obtained. It is therefore assumed that 
infants and young children are sub- 
ject to greater risk and are more vul- 
nerable when not under direct super- 
vision of own parent. 

The number of the ‘‘unknown’’ eate- 
gory is rather large to permit definite 
conclusions to be drawn from the data 
by type of supervision. A more defi- 
nite answer will be searched for in 
future studies. 


Home Accipent Morstpity Stupy, Cui.p HEALTH STATIONS, NEw YorK CITY 


DEPARTMENT OF HEALTH, 1952-1953 
INCIDENCE OF SERIOUS ACCIDENTS BY TIME OF DAY AND PLACE OF OCCURRENCE 


| PLACE 
INDOOR | OUTDOOR 
| TOTAL 
TOTAL OWN | HOME OUT- PLAY- UN- 
TIME OF DAY TOTAL INDOOR | HOME) BLDG, |OTHER DOOR GROUND | OTHER} KNOWN 

6 A.M.- 11 A.M. 130 106 84 7 15 23 11 12 1 
12 Noon - 5 P.M. 216 165 134 14 17 50 19 31 1 
6 Pp.M.- 5 A.M. 82 68 59 3 6 14 1 13 
Unknown 63 48 41 2 5 11 2 9 4 
Total 491 | 387 318 26 43 98 33 65 6 

sible for 33 out of 98 outdoor acci- MISHANDLING 


dents, or 33.5 per cent. 


CONTRIBUTORY FACTORS 


Supervision.—The mother was in 
direet supervision at the time of oe- 
eurrence (Table X) of serious acci- 
dents in only 50.5 per cent of all re- 


Taste X. Home AccipeEntT Morsipity Stupy, 
Cuitp HEALTH STATIONS, NEw Yor«K City 
DEPARTMENT OF HEALTH, 1952-1953 
INCIDENCE OF ACCIDENTS BY TYPE OF 
SUPERVISION 


SUPERVISION | NUMBER | PER CENT 
Mother 505 50.5 
Grandparents 17 1.7 
Other relatives 38 3.8 
Nursery 5 0.5 
Baby sitter 1 0.1 
Other 20 2.0 
Unknown 414 41.4 
Total 1,000 100.0 


It is defined as any activity on the 
part of a child’s immediate caretaker, 
which may be a potential hazard, re- 
sulting in an injury to the child, as, 
for example, a mother drinking hot 
coffee while holding a child in her 
arms. An actual case report may be 
illustrative. A male, 18-month-old in- 
fant, while being held on the mother’s 
lap, touched a hot steam radiator pipe 
and suffered a severe burn while wait- 
ing to be seen by the physician in a 
child health station. 

While 598 injuries reported were in 
a eategory or diagnostic grouping 
where mishandling may have been a 
potential factor, actually only 95, or 
15.9 per cent, of these were direct re- 
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sults of mishandling. This highlights 
the multiple causation of accidents and 
the many variables which must be con- 
sidered in a study of accident causa- 
tion. 


INFLUENCE OF CONGENITAL 
MALFORMATION AND BEHAVIOR 
DISORDERS 


Definite conclusions cannot be drawn 
from the data obtained whether con- 
genital malformations and/or behavior 
disorders are contributory factors in 
accident causation (Table XI). The 
findings do not indicate a higher fre- 
quency. The number of ‘‘unknown’’ 


of accident repeaters, were able to 
classify them into three distinct cate- 
gories : 


1. One group included the overac- 
tive and restless child who is impul- 
sive and gets into situations where ac- 
cidents are inevitable under stress. 

2. Another group ineluded the child 
who desires independence and who 
lacks sufficient parental supervision. 
This group usually compete with older 
children in an unsafe environment. 

3. The third group manifest resent- 
ment and hostility and view their home 
environment as undesirable.  <Acei- 
dents in these children are motivated 
to obtain more attention when injured. 


TABLE XI, HoME AccIpDENT MorbBipity Stupy, CHILp HEALTH Stations, New York City 
DEPARTMENT OF HEALTH, 1952-1953 
PROPORTION OF CHILDREN WITH CONGENITAL MALFORMATIONS AND BEHAVIOR DISORDERS 


| PER CENT 
YES OF 
CONGENITAL MALFORMATIONS TOTAL UN- 
AND BEHAVIOR DISORDERS TOTAL YES NO UNKNOWN KNOWN 
Congenital malformations 1,000 8 5438 449 1.5 
Ticks, spasms and/or 1,000 1 523 476 0.2 
twitches 
Abnormal sleeping habits 1,000 7 519 474 1.3 
Abnormal eating habits 1,000 11 510 479 2.1 
Thumb-sucking* 250 13 117 120 10.0 
Bed-wetting* 250 13 109 128 10.7 
Nail-biting 1,000 20 329 651 5.7 
Other 1,000 16 174 810 8.4 


*Applies only to children of 3 year of age and over and those among the unknown age 
where the child was obviously over 3 years of age. 


category is too large and no accurate 
figures are available as to the incidence 
of congenital malformation and_be- 
havior disorders in the nonaecident 
group. More definite information will 
be searched for in future studies. 


ACCIDENT SUSCEPTIBLES (REPEATERS ) 


It has been found that a small num- 
ber of the population at risk is respon- 
sible for many accidents. It is a very 
fascinating problem and many investi- 
gators'’ attempted to identify 
the characteristics of the aceident- 
prone child. Langford and associates," 
in a recent study on a limited number 


While the accident child is well liked 
by adults, he is not well liked by his 
contemporaries. Another striking find- 
ing was the high incidence of accidents 
in other members of the immediate 
family and in the collaterals. 

Unfortunately, the study was too 
limited because of the number of chil- 
dren involved. 

In the present study of 981 individ- 
ual children with one thousand mis- 
haps, only 19 children suffered from 
more than one mishap and none pre- 
sumably from more than two accidents 
in their lifetime. Only 3 of the 19 
children were nonwhite and 13 were 
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males. Of the 38 injuries to repeat- 
ers, 21 were of a serious nature. The 
low incidence of repeat accidents in 
the present study may be due to the 
small number involved, the interval 
between visits, and possibly due to the 
fact that parents failed to report minor 
injuries. It is also postulated that ae- 
cident proneness perhaps is not estab- 
lished as a pattern in the preschool 
child. Most of the studies on the sub- 
ject thus far were conducted on adults 
and children of school age. The sub- 
ject is an extremely important one and 
requires further intensive study and 
research." 


THE SOLUTION 


Accidents present a child health 
problem of major importance which 
requires concerted community action. 
A sound and effective control program 
is not possible without reliable basic 
information concerning the modes of 
causation and the various influencing 
and determining factors. 

Accidents, though complex in na- 
ture and difficult of solution, even 
more than illnesses, are amenable to 
control if precautionary measures are 
based on sound epidemiologic prin- 
ciples. 

Intensive investigation is necessary 
pertaining to all phases of accident 
causation. In many accidents, 
the agent is of far lesser signifi- 
eance than the environment or the 
host and their impact and interrela- 
tionship. Above all, it is the child who 
suffers from an accident who is all-im- 
portant, and an all-out effort should 
be made to learn the multiple causes 
which may be responsible and their 
modes of prevention. Since children 
are members of families, the entire 
family background and constellation, 
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including the parent-child relationship, 
must be investigated and understood. 
The techniques utilized in aecident pre- 
vention must be highly individualized 
and adapted to meet the individual 
needs of each case. 

While a considerable body of knowl- 
edge is available about fatal accidents, 
very little is now known about the ex- 
tensive nonfatal accident problem. 

It is still virtually an uncharted 
field. 

1. More accurate information based 
on facts must be made available con- 
cerning nonfatal accidents. 

2. The facts must be critically seru- 
tinized and evaluated. 


€ 


3. A program of action based on 


facts obtained must be instituted 
promptly. 
All preventive and precautionary 


measures should be directed at remov- 
ing the multiple hazardous cireum- 
stances which may be responsible 
causes or contributory factors. All 
factors under which an accident occurs 
must be properly identified, deter- 
mined, and taken into consideration. 


ROLE OF THE PEDIATRICIAN AND THE 
PRACTICING PHYSICIAN 

A few organized medical groups 
such as the American Medical Associa- 
tion, the American Academy of Pe- 
diatrics, and some health depart- 
ments’ have done outstanding and 
pioneering work in this field. But a 
few organizations and_ individuals 
alone cannot solve this very complex 
and challenging problem. It requires 
the active participation of many skills 
and disciplines and particularly of the 
physicians engaged in medical prac- 
tice. 

Physicians have had ample experi- 
ence in the past and are very skillful 
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in the control of disease conditions. 
They must also blaze the trail in the 
accident control program. 

The pediatrician and the practicing 
physician have a very long and proud 
record of achievement with regard to 
prevention of communicable diseases 
by means of immunization with safe 
and potent vaccines and health eduea- 
tion. The family physician has an in- 
timate knowledge of the particular 
child’s growth and development, fam- 
ily background, the home, the child’s 
habits and attitudes, and is thus in a 
most strategie position to immunize 
parents and children with the safety 
vaccine of education’ promptly and 
as indicated. 

It is important that the pediatrician 
and the family physician incorporate 
into their armamentarium and daily 
practice the principles of home safety 
and accident prevention. It is a rare 
opportunity to practice preventive 
medicine at its best. As a health ad- 
visor and counselor to the family, the 
family physician must have a wide 
knowledge and understanding of all in- 
fluencing factors and motivations 
which may affect the health of the fam- 
ily. 

The practicing physician has already 
made notable contributions in the field 
of aecident treatment and rehabilita- 
tion. He could also make significant 
contributions in the broader field of 
accident prevention. The present-day 
physicians are no longer concerned 
with the care of the sick exclusively, 
but devote a great deal of their time 
to health promotion. Preventive medi- 
cine has become a majof concern and 
part of the daily practice of the gen- 
eral practitioner and the pediatrician 
in particular. 


THE FAMILY PHYSICIAN AS A HEALTH 
EDUCATOR AND COUNSELOR 


An important part of health guid- 
ance and counseling is done during 
any medical examination, either in the 
office or on a home visit for the care of 
the sick. Considerable health educa- 
tion and guidance are given by physi- 
cians while they are administering 
immunizations against communicable 
diseases. The physician can and should 
influence parents on the meaning of 
good health and ‘‘immunize’’ both 
parent and child against needless ae- 
cidents, ineuleating in them a knowl- 
edge and desire for home safety and 
accident prevention. 

Physicians must counsel parents on 
the need to institute and maintain 
safety precautions in the home in or- 
der to safeguard the lives and well- 
being of their children. 

Like the physicians in the Depart- 
ment of Health who have made acci- 
dent prevention an integral part of the 
child health conference, the practicing 
physician must likewise first acquaint 
himself with the various factors and 
motivations responsible for accident 
occurrences, types of accidents most 
likely to oceur at given stages of 
growth and development, and to coun- 
sel parents on the need for home 
safety. While it is too early to assess 
the beneficial effects of our program, 
it can ultimately be stated that the 
family physician has an enviable op- 
portunity to provide guidance and 
counseling which will result in a dim- 
inution in the morbidity and mortality 
of aecidents of all causes. 

The practicing physician and, par- 
ticularly, pediatricians have been 
chiefly responsible for the control of 
communicable diseases, and it is 
strongly believed that they will also 
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be the major and dominant influence 
in the control of accidents. 

As civic-minded members of the com- 
munity, practicing physicians must 
also aid to stimulate community groups 
into action and to bring about con- 
certed efforts on behalf of home safety 
and aecident prevention. 


SUMMARY AND CONCLUSION 


1. Data are presented on 145 fatal 
and on 1,000 nonfatal accidents to 
children under 6 years of age. 

2. Home safety and accident pre- 
vention have become an integral part 
of the New York City Department of 
Health Child Health Conference. 

3. Further knowledge is needed re- 
lating to nonfatal accidents. 

4. Basie research is needed on the 
various facets of the problem, includ- 
ing the physical, psychologie, and the 
psychodynamics of accident oceur- 
renee. 

5. The agent, host, environment, and 
their interaction must be studied. 

6. Sound preventive measures must 
be instituted. 

7. The family physician and pedia- 
trician are the key persons in accident 
prevention. 

Thanks are expressed to all physicians 
and public health nurses who aided with 
this study. 

Credit is due to Mr. Herbert Rich, Senior 
Statistician, Department of Health, for his 
invaluable aid with the compilation of the 
statistical data. 
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THE EARLY CORRECTION OF INGUINAL HERNIA 


OGpEN C. Bruton, COLONEL, MC, USA, anp 
Leonarp D. Heaton, Major GENERAL, MC, USA 


URGICAL treatment of inguinal 
hernia in older children has long 
been an accepted procedure. For the 
infant, however, there has been some 
hesitaney in subjecting a young infant 
to the elective procedure, as well as 
some disagreement about the optimum 
time for the procedure. There is a 
growing belief that the repair of in- 
guinal hernia in young infants is a 
simple and safe procedure and should 
be carried out under optimal surgical 
conditions as soon as possible after the 
diagnosis has been made.‘ Our anal- 
ysis of 268 patients with inguinal 
hernias repaired over a period of five 
years, 1948 to 1954, supports this con- 
tention. 
Inguinal hernia in a child represents 
a persistance of the fetal state in which 
there is an outpocketing along the 
inguinal canal. The resulting hernia 
is almost invariably of the indirect 
type, and in this series they were all 
indirect except one in a 5-year-old girl 
which was left-sided and direct. Al- 
though a hernial sae or defect may be 
present at birth, the hernia itself may 
not be recognized until later or it may 
never develop. More frequently, the 
hernial mass is noted during the first 
few months of life when the intestine is 
forced down into the pre-existing sac 
with the infant’s erying and straining. 
Fifteen per cent of our patients were 
diagnosed at birth, 43 per cent before 
they were 6 months of age, and 68 per 
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cent were recognized before they were 
2 vears of age (Fig. 1). 

The incidence of inguinal hernia in 
the premature infant has been reported 
as being somewhat higher than in the 
full-term infant. Davison,’ in a statis- 
tical study of congenital anomalies, 
however, found 4.4 per cent of the full- 
term and the same percentage of pre- 
mature infants to have inguinal hernia. 
In our series, 9 per cent were reported 
to be premature, which is approxim- 
ately the expected rate of prematurity 
in our hospital. Eighty-nine per cent 
were boys; 68 per cent were right- 
sided, and 10 per cent were bilateral. 

The right testicle descends at a later 
stage of maturation than does the left, 
therefore, the right processus vaginalis 
is closed off at a later time than is 
the one on the left. This delay may 
account for the greater frequency of 
congenital inguinal hernia on the right 
side. In the female, the processus 
vaginalis develops in a similar manner 
and can persist into postnatal life. The 
normally different anatomical relation- 
ship of these structures, however, most 
likely accounts for the marked differ- 
ence of incidence of hernia in the two 
sexes. 

In the absence of incarceration, in- 
guinal hernia is likely to be asympto- 
matic. Pain is mentioned in the his- 
tories of less than 3 per cent of our 
eases. With incarceration or strang- 
ulation, all of the signs of bowel ob- 
truction may be present. The latter 
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complications occur frequently, espe- 
cially in the infant under 1 year of 
age (Fig. 2). The parents of thirty- 
three of our patients required the serv- 
ices of a doctor to reduce the hernias a 
total of sixty-five times prior to opera- 
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tion or strangulation. Thirty-six of 
these were under 1 year of age and 
twenty-six were 6 months or less. Al- 
though incarceration may oceur at any 
age in inguinal hernia, in this study 
there was no patient past the age of 4 


200 
182 
4 18- 
24 
150 -12-18 
6-12 
uP 
Z 100- 
tal TO 
z 46 
mos. 
50- 44 
25 
& 9 
T 
O-2 2-4 4-6 6-8 8-10 to!5 
Fig. 1.—Age (years) of patients when hernias were diagnosed. 
26 
25- 
INCARCERATION 
Z 
20- U4 STRANGULATION 
15- 
10 
10- 
a 5- 4 
2-4 to 15 
Fig. 2.-Age in years. Incidence of incarceration and strangulation necessitating operative 
intervention. 
tion. In many other patients, hernias years, and there was a marked in- 


were considered ineareerated but were 
suecessfully reduced innumerable times 
by the parents. Of the 268 patients, 
forty-four required emergeney opera- 
tive intervention because of inearcera- 


creased incidence in the younger age 
group. Hydrocele was described asso- 
ciated with the hernia in thirty-six 
instances. The hydrocele was often so 
small that it was not recognized prior 
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to surgery, and had offered no difficulty 
in differential diagnosis in these pa- 
tients. 

Although spontaneous cure of in- 
guinal hernia is possible up to the age 
of 6 months, it oceurs with such in- 
frequeney that the hope of avoiding 
surgery should not deter operative cure 


among physicians treating these chil- 
dren prior to operation. Only twelve 
of the 268 patients gave a history of 
using a truss for a time varying from 
two days to four years. There was 
no instance of cure and the use of a 
truss was without apparent benefit. 
The patient using the truss fer two 
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Fig. 3.—Age at time of operation. 
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Fig. 4.—Contents of sac. 


when it is indicated. Little hope 
should be given parents for a natural 
eure either with or without the use of 
various forms of trusses. The infre- 
quent use of a truss in our series would 
appear to attest to the futility with 
which this form of treatment is held 


days became incarcerated after that 
time and required operation. There 
was even some question as to whether 
the truss was a causative factor in the 
incarceration, and it can well be seen 
how this could be so in an improperly 
applied truss. The only cireumstance 
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under which a truss should be used is 
when repair by surgery is not advisable 
beeause of the patient’s condition, or 
surgical situations are unfavorable. If 
form of temporary treatment 
seems indicated, the yarn truss de- 
scribed in standard surgieal and pedia- 
tric texts may be used until surgical 
conditions are more favorable. 

The definitive treatment of inguinal 
hernia is surgical. In the 268 patients 
operated upon, 283 hernias were re- 
paired. Fifteen of the patients with 
bilateral hernia had previously had a 
repair on one side. At the time of 
operation, 25 per cent were under 1 
year of age and 43 per cent were under 
2 vears of age (Fig. 3). The contents 
of the hernial sac were reported as 
small bowel, ovary and salpinx, large 
bowel and omentum and testes, in that 
order of frequeney (Fig. 4). 


some 


There were no serious complications. 
Several infants who had strangulated 
bowel required varying periods of ob- 
servation before the surgeon felt justi- 
fied in releasing the bowel to the ab- 
dominal eavity. No infant required 
bowel resection, and the only postopera- 
tive evidence of bowel damage was the 
presence of bloody stools in several 
infants within twenty-four hours after 
surgery. An infant with 
respiratory infection required opera- 
tion. Only one of these developed 
serious pneumonia after surgery. 
There were no deaths. During the 
past three vears, the average hospital 
stay has been 4.7 days, as compared 
with 9.3 days for the two years prior 
to this period, and more than 50 per 


occasional 


cent of these have remained in the 
hospital only four days or less. There 


appeared to be no difference in the re- 
sults of patients having a long period 
of hospitalization and those having a 
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short one. Although no long-term fol- 
low-up observations were made on all 
of these patients for an evaluation of 
the final results of operation, they all 
had a three-month postoperative check- 
up, and most of therm returned to the 
hospital later for other treatment. 
There has been no known case of re- 
currence or testicular atrophy. It was 
necessary to remove the testicle in one 
infant with associated tortion of test- 
icle. 

It is obvious from the foregoing 
analysis that in a hospital having good 
pediatrie coverage, well-trained anes- 
thetists, surgeons with great gentleness 
of technique and experience in han- 
dling delicate tissues in babies, and 
where asepsis is rigid and complete, 
young infants tolerate the repair of in- 
guinal hernia extremely well. It would 
be expected that if surgery is done on 
an elective basis soon after diagnosis, 
the results would be even better and 
the average hospital stay could be fur- 
ther shortened. 


SUMMARY 


An analysis of 268 infants and chil- 
dren with inguinal hernias has been 
presented. Since it is a common con- 
genital defect, the diagnosis is usually 
made early in life in the majority of 
patients, and in this series 43 per cent 
were diagnosed before 6 months of age. 
Ineareeration necessitating operative 
intervention is frequently encountered 
under 2 vears of age, and in this series 
10 per cent of the patients were less 
than 6 months of age. Incarceration 
was not diagnosed past the age of 4 
years in a single instance. Under 
optimal hospital conditions young in- 
fants tolerate the repair of inguinal 
hernia extremely well and the operative 
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results are excellent. With diseretion, REFERENCES 
the repair of inguinal hernia should be — 1. Schiebel, H. M., and Freeman, W. HL: 
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done as an elective procedure as soon and Children, South. M. J. 43: 605, 1950. 
as possible after the diagnosis has bee 2. Davison, W. C.: The Compleat Pedia- 
8 trician, ed. 6, Durham, N. C., 1949, Duke 


made. University Press, p. 37. 


On Pyloric Stenosis 


A child... in the first week of its infancy, was attacked with a puking, or ejection 
of milk, and of every other substance it received into its stomach almost instantaneously, 
and very little changed. The feces were in small quantity and of an ash color, which 
continued with little variation until its death. ... The child... continued to eject what- 
ever was received into the stomach, yet seemed otherwise pretty well, and increased in 
stature nearly in the same proportion as is common to that state of infancy, but more lean, 
with a pale countenance and a loose and wrinkled skin like that of old people. This, as 
nearly as I can recollect at this distance of time, was his appearance and situation when 
I was first called to attend him; he was now about two years old... . It did not appear 
that he was attended with nausea or sickness at his stomach, but he often complained that 
he was choked, and of his own accord would introduce his finger or the probang, so as to 
excite the heaving of the stomach and an injection of its contents. ... In this situation, 
with very little variation of symptoms he continued until death closed the painful and 
melancholy scene, when he was about five years of age. ... On opening the thorax the 
esophagus was found greatly distended beyond its usual dimensions in such young sub- 
jects; from one end to the other of this tube, between the circular fibres which compose 
the middle coat, were small vesicles, some of which contained a tablespoonful of a thin 
fluidlike water, and seemed capable of holding much more. I next examined the stomach, 
which was unusually large, the coats were about the thickness of a hog’s bladder when 
fresh and distended with air; it contained about a wine pint of fluid exactly resembling 
that found in the vesicles before mentioned, and which I supposed to have been received 
just before his death, The pylorus was invested with a hard compact substance, or schir- 
rosity, which so completely obstructed the passage into the duodenum, as to admit with 
the greatest difficulty the finest fluid; whether this was the original disorder, or only a 
consequence, may perhaps be a question, 

HEZEKIAH BEARDSLEY (1788) 
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CONSTRUCTION OF THLE SPHINCTER OF THE 
AND RESTORATION OF ANAL CONTINENCE 


ANUS 
BY 


TRANSPLANTING THE GRACILIS MUSCLE 


Vircitio A. CarRvALHO Pinto, M.D., F.A.C.S., F.LC.S., anp 
Campos Nocuetra, M.D. 
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HE problem of anal incontinence, 

often confronting the surgeon, rep- 
resents a heavy burden to the patient 
and is of difficult solution. Various 
causes may be responsible for the 
same; it is not our purpose to discuss 
them, for we aim only at analyzing 
one feature of the problem, that is, 
anal incontinence due to anorectal 
anomalies or its surgieal correction, 
presenting one case in which trans- 
plantation of the gracilis muscle was 
carried out with good funetional re- 
sults. 

NATURE OF THE PROBLEM 

lue to developmental errors, several 
anorectal anomalies may come forth, 
in the most common of which there is 
no anus, whereas the blind reetal pouch 
is situated at a variable distance from 
the perineum. Due to its mesodermi- 
cal embryological origin, the external 
anal sphincter may be present in the 
cases of anorectal atresias and this is 
often corroborated by operative find- 
Harken microscopically 
shown the presence of muscle fibers in 
the region of the external sphincter 
although the same were not grossly 
visible. Nevertheless, the fibers may 
be underdeveloped or atrophied, espe- 
cially when these anomalies are not 
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corrected early (as it happens in cases 
of patent fistulas) ; in such cases anal 
incontinence may develop after surgi- 
cal correction of anorectal anomalies. 

In another group of children, anal 
incontinence may be due to faulty cor- 
rection of their anomalies. It has 
already been mentioned that the blind 
rectal pouch may be situated at a 
variable distance from the perineum, 
even over 3 or 4em. Should the oper- 
ating surgeon not know the surgical 
and anatomical details of this problem, 
he may produce serious damage in this 
region, which may result because of 
various factors, from the incision to 
the way the dissection in search of the 
rectal pouch is carried out; so, even if 
the rectum is reached and brought 
down to the perineum, rectal ineon- 
tinence may result. 


SURGICAL CORRECTION OF 
ANAL INCONTINENCE 


THE 


Several procedures have been pro- 
posed for the restoration of anal in- 
continence. The suture of the severed 
ends of the sphincter is the most sim- 
ple one ; obviously it has no place here. 
Stone, basing his technique on the 
original idea of Wreden, proposed his 
procedure, which consists of encircling 
the rectum with two fascial loops, from 
opposite directions, the free ends of 
which are then anchored into the 
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gluteus muscle of the opposite side. 
Several cases on which the Stone tech- 
nique has been used have been re- 
ported. 

Pickrell and associates in 1952 con- 
ceived the idea of transplanting the 
gracilis musele in order to obtain a 
new sphincter around the rectum. Al- 
though they were concerned primarily 
with total and complete incontinence 
resulting from interruption of the 
nerve supply to the perineum and its 
musculature, their procedure appealed 
to us, and we decided to use it on a 
ease of anal ineontinence following 
plastie correction of an anorectal anom- 
aly with rectovaginal fistula. 

The gracilis musele, according to 
Gray, is the most superficial muscle on 
the medial side of the thigh. It arises 
by a thin aponeurosis from the an- 
terior margins of the lower half of the 
symphysis pubis and the upper half of 
the pubie arch. The fibers run verti- 
cally downward and end in a rounded 
tendon, which passes behind the medial 
condyle of the femur, curves around 
the medial condyle of the tibia, where 
it becomes flattened, and is inserted 
into the upper part of the medial sur- 
face of the body of the tibia, below the 
condyle. The gracilis muscle receives 
its nerve supply from the obturator 
which enters the upper third of the 
muscle, whereas its blood supply is de- 
rived from the profunda femoris, also 
entering the muscle at a high level. 
Such anatomical data, as is well em- 
phasized by Pickrell and associates, fa- 
cilitate the transplantation without 
endangering the vitality or funetion 
of the musele. 

The procedure deseribed by Pickrell 
and co-workers consists, in short, of 
freeing the inferior insertions as well 
as the distal three-fourths of the mus- 


cle, which are then threaded through 
pulleys subeutaneously constructed 
around the anus, and anchored to the 
prominence of the ischium and levator 
ani. Adduction and abduction of the 
thigh will cause the new sphincter to 
relax or contract, respectively. 


CASE REPORT 


V. L. A. S., white female, aged 8 
years, had been admitted to the hospi- 
tal on account of a rectovaginal fistula 
two years previously, and correction 
of the anomaly was carried out 
through an abdominoperineal ap- 
proach. The postoperative period was 
uneventful and the patient was dis- 
charged twelve days after the opera- 
tion. As she lived in another city she 
was only brought back to the hospital 
two years after the first operation, pre- 
senting marked rectal incontinence. 
After adequate preoperative treat- 
ment, which ineluded blood transfu- 
sions, enemas, and low-residue diet, 
she was operated upon on Sept. 30, 
1953, according to the procedure de- 
scribed by Pickrell and associates. 

An incision was made just above 
the right knee, parallel with the long 
axis of the gracilis muscle, which was 
identified and dissected free as far as 
possible, both proximally and distally. 
Another incision was made over the 
tibial condyle and the distal insertion 
of the musele was freed, with the at- 
tached periosteum. Traction was ex- 
erted on the free lower third of the 
muscle which was then brought out 
through the first incision. Two fur- 
ther incisions were then made over 
the course of the gracilis muscle which 
was successively dissected and deliv- 
ered through the same, up to the pene- 
tration of the neurovascular bundle 
in the muscle. New incisions were 
made around the anus, at 9, 12, 3, and 
6 and subeutaneous tunnels 
were made connecting the first of these 
incisions to the upper one of the thigh 
and all the anal incisions to one an- 
other. Pulleys were constructed at 
the expense of the fibrous tissue di- 
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Fig. 1.—Barium enema six months after op- Fig. 2.—Satisfactory contrast medium return. 
eration. 
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Fig. 3.—Diagram showing the effect of voluntary contractions and abduction and adduction 
of the lower limb on the new sphincter. «@, Adduction of the lower limb; voluntary con- 
tractions. b, Abduction and adduction of the lower limb. c¢, Abduction of the lower limb; 
voluntary contractions. 
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rectly under the 12 and 6 o’clock in- 
cisions and of muscle bundles of the 
levator ani at 3 and 9 o’elock. 
Through these tunnels and pulleys the 
gracilis muscle was threaded in a 
clockwise direction, making a complete 
circle. A last incision was made over 
the tuberosity of the ischium, where 
the tendinous part of the musele was 
firmly attached with interrupted su- 
tures. 

The postoperative period was un- 
eventful and in the first week after 
the operation the education of the girl 
to use her new sphincter was begun, 
as outlined by Pickrell and co-workers. 
The immediate results were highly 
satisfactory as the patient soon learned 
how to control her bowel movements, 
asking to go to stool practically every 
morning. She was discharged on the 
fortieth postoperative day and read- 
mitted to the hospital six months after 
the operation. On this oceasion a bar- 
ium enema (Fig. 1) was given to the 
patient, the voluntary contraction of 
the gracilis muscle registered, as well 
as its contraetion after the movements 
of the thigh, and the results of its 
faradie and galvanic stimulation ana- 
lyzed. This study led to the following 
conelusions : 


1. The barium enema revealed vol- 
untary evacuation and _ satisfactory 
contrast medium retention (Fig. 2). 

2. The galvanie and faradie stimu- 
lation of the muscle revealed normal 
nerve supply and normal contraction 
of the muscle (Fig. 3). 

3. It was graphically shown that: 

a. Abduction or adduction of the 
thigh eauses the sphincter to contract 
or relax. 

b. Adduetion of the thigh does not 
cause complete relaxation of the 
sphineter and the patient is able to 
contract or relax it voluntarily. 

ce. Abduction does not cause eom- 
plete contraction of the sphincter and 
the patient is able to further contract 
or relax it voluntarily. 

The clinical study of the patient, as 
well as the analysis of the foregoing 
data show that the transplanted muscle 


fulfills well its new function. When 
the patient is standing or walking, the 
new sphincter is naturally contracted, 
whereas adduction of the thigh and 
flexion of the trunk, as at stool, relax 
the sphincter. We have also observed 
the voluntary contraction of the trans- 
planted gracilis muscle (Fig. 3) and 
all these facts make us believe that the 
transplantation of the gracilis musele 
is a very useful procedure in the treat- 
ment of anal incontinence. 


DISCUSSION 


Anal incontinence in children is a 
problem that deserves most of our at- 
tention in order to minimize their 
physieal and psychic suffering. 
Among the several methods proposed 
for its surgical treatment we believe 
that the one conceived by Pickrell and 
co-workers is relatively simple, gives 
very good functional results, and is 
well stood by the children. It is neces- 
sary, however, to teach the child to 
use the new sphincter in the immediate 
postoperative period and, as Pickrell 
points out, ‘‘It is of considerable im- 
portance that the child have the first 
postoperative bowel movement while 
sitting at stool, rather than to wait 
for a mass evacuation in bed.’’ This 
shows the child the advantage of her 
new situation. On the following days 
a schedule of training should be obeyed 
under the direct supervision of a com- 
petent nurse; the child goes to stool 
always at the same time in the morn- 
ing, and is taught the best position to 
evacuate the bowels (adduction of the 
thigh and acute flexion of the trunk). 
In our ease the results were very good 
while the patient was in the hospital 
and not so good when she went home, 
but improvement was noticed when the 
patient was readmitted to the hospital. 
We believe this to be due to the low 
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social level of the patient and her poor 
comprehension. 

We have used Pickrell’s procedure 
but once, yet the results were encour- 
aging, and we believe that it should 
be given a wider trial. 


SUMMARY 


A ease of anal incontinence, follow- 
ing surgical correction of an anorectal 
anomaly in an 8-year-old girl by the 
transplantation of the gracilis musele 
in order to construet a new sphincter 
(Pickrell’s proceedure), is presented. 
The functional results, as well as the 
analysis of barium enema, voluntary 
contraction of the muscle, its faradie 
and galvanie stimulation, show that 
this procedure is very useful and 
should be considered for the treatment 
of anal incontinence. 
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INFANT SPEECH DEVELOPMENT: 


A REPORT OF THE STUDY OF 


ONE CHILD BY MAGNETIC TAPE RECORDINGS 


Artuur H. ParMELEgE, M.D. 
Los ANGELES, CALIF. 


NFANT sounds are not specifically 
identical with any adult sounds or 
written expression of sounds. In the 
biographical studies, for instance, it is 
difficult to compare one author’s ‘‘eh 
ah’’ with another author’s ‘‘ah ah”’ or 
“‘ah eh.’** Were they hearing the 
same sounds and transcribing them dif- 
ferently or were they hearing different 
sounds? successful attempt was 
made to overcome this difficulty by us- 
ing an international phonetie alphabet.” 
However, this requires a rather high 
degree of technical skill. 

In the past ten years a new tool has 
been made easily available that is par- 
ticularly suited to the study of infant 
vocalizations. This tool is the portable 
magnetic tape recorder. With mag- 
netic tape recording one can obtain 
a relatively permanent and accurate 
record of the acutal sounds the baby 
makes at the time they are made and 
these recordings can be made easily in 
the home. Then the recordings can be 
studied and restudied at leisure and 
by various techniques.* 

This study is an attempt to apply 
this technique with the purpose of 
obtaining a permanent auditory illus- 
tration of the sequences of speech de- 
velopment of one child during the first 
two years of her life. 


PROCEDURE 


This study was carried out in my 
home and the subject was my fourth 
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child, a girl. A portable model mag- 
netic tape recorder was used. The 
recordings were made at a tape speed 
of seven and one-half feet per second. 
An attempt was made to make all 
recordings when the baby was content 
and happy and in a ‘‘talkative’’ mood. 
They were made at the baby’s conven- 
ience during the night or day when- 
ever good recordings could be obtained. 
The machine was kept in a state of 
readiness and recordings at any age 
level would be cumulative recordings 
over approximately a week’s period. 
The recordings were made at approx- 
imately monthly intervals during the 
baby’s first year of life. The first was 
made at age 6 weeks and the remainder 
within the first two weeks of each 
monthly birthday. During the second 
year, the recordings were made at 15, 
18, 21, and 24 months, respectively. 

General records were also kept of the 
baby’s physical and mental develop- 
ment during this period. 

The accumulated material consisted 
of six hours of tape recordings. The 
best samples of 30 to 60 seconds’ dura- 
tion were pieced together from the 
accumulated recordings for each age 
level. These were selected from the 
standpoint of clarity of representation. 
The samples of the baby’s vocalizations 
for each age level were then spliced to- 
gether with editorial comment to make 
a fifteen-minute illustrative recording. 


SPEECH DEVELOPMENT 


Two months: Crying predominantly. Smiled 
with intense social stimulation. 


we 
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Three months: Smiled and cooed with a low 


throaty sound in response to social stimula 
thon. 


Four months: Smiled readily and cooed with 


greater variation in sounds such as ‘‘ah 


choo.’* Sometimes would initiate social 


relations with voealization and smile. 
Five months: Voealized a great deal when 


alone in her room. She seemed to be talk- 


ing to her toys, The predominant and 
characteristic sound was an  aseending 
squeal, going up to a very high pitch. 


This would often stop abruptly and be 
followed by silence as if she were listening. 
Then she would start again. 
Six months: Voecalization was more selective 
silent 
The 


squealing continued but was less prominent. 


in social situations with frequent 


observations of people and objects. 


Instead there was some low grunting and 


growling in the lower tone ranges. 


Seven montis: At this age there was con- 


siderable combining of the low growling 


and high squealing, giving a wide tone 


Occasionally, multisyl- 
lable vowel sounds could be heard. 


range of response. 


Right months: Single syllable consonant 
sounds such as ‘‘da, ba, ka, ga’’ began to 
appear. For the first time the sounds 


seemed more reeognizable as adult sounds. 
Nine months: At this age she began to com- 
bine the previous sounds into multisyllable 
**dada’’ and 


and multisyllable vowel sounds 


consonant sounds such as 
‘*vaga,’* 
were also present. In addition, she enjoyed 
putting her tongue between the lips and 
making ‘‘raspberry’’ noises and other lip 

noises, 
Ten months: Little change was noted. 

By this age the multisyllable 
sounds of all sorts appeared with definite 
This 
She 
and 


Twelve months: 


inflection suggesting adult language. 
is commonly referred to as jargon. 
**dada 


‘*‘mama’’ and 
(for kitty). 
Fifteen months: At this 


was considerably more complex, but only 


also said 


time the jargon 
two new words, baby and ball, could be 
recognized, 

A few 
peared mixed in with the complicated jar- 


Kighteen months: more words ap- 


yon, The words were generally used only 
in recognition of objects or pictures in a 
pieture book. She had approximately ten 


recognizable words. 
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Twenty-one months: Words were commonly 
used although her recognizable vocabulary 
probably about twenty-five 


She liked to say words and would 


was small, 


words, 
repeat them over and over again to her- 
self. She also liked to echo name words 
said by an adult. 

Twenty-four months: By this time she had a 
vocabulary of about one hundred words. 
She used them most of the time and often 


in short phrases or sentences but some 


jargon was still present. 


DISCUSSION 


The original intent of this study was 
to try to obtain a record of speech de- 
velopment up to 2 years of age to illus- 
trate the sequences of sound develop- 
ment. It was not intended to study 
the frequeney of different phonemes at 
each age or to establish speech norms 
for different age levels. In a general 
way, this child’s speech development 
follows the pattern indicated in the 
Gesell developmental schedules. 

One interesting pattern should be 
pointed out that was well illustrated 
in this recording. The first voeal re- 
sponses other than erying were within 
a limited tone range. At 5 months of 
age she began to squeal, going up the 
scale into the higher tone ranges. By 
6 months she had a tendency to use 


low throaty sounds suggestive of 
growling. At 7 months of age she be- 


gan to use both high and low tone 
ranges. It was after this, at 8 and 9 
months, that definite consonant sounds 
such as ‘‘dada’’ and ‘‘gaga’’ began 
to appear with a suggestive effort at 
imitation of adult sounds. This was 
then followed at 12 months of age by 
jargon which sounds like an attempt at 
words. At this time she could also 
say ‘‘mama’”’ and ‘“‘dada’’ and 
‘*diddy’’ (for kitty). Then she lapsed 
into about a six-month period of in- 
creasingly complex jargon with the ac- 


il 
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quisition of very few recognizable 
words. However, from 18 months on, 
her vocabulary of recognizable words 
began to increase rapidly and the jar- 
gon diminished. By 2 years very lit- 
tle jargon was used, but recognizable 
short phrases and three-word sentences 
appeared. 


tion between somatic growth, neuro- 
muscular development and speech de- 
velopment in this child in Table I. I 
believe that this illustrates the major 
trends indicated by MeCarthy.°® 

As the baby’s motor skills increased 
and fine motor skills became more 
prominent, her vocalizations became 


TABLE I, DEVELOPMENT CORRELATION TABLE 


| FEEDING AND PHYSICAL 


NEUROMUSCULAR 


VOCAL-SOCIAL 
DEVELOPMENT 


4 wk.—Crying when not 
asleep or fed 

9 wk.—Awake 1 to 2 hr. at 
a time, quiet with social 
regard and smile 

12 wk.—Coos and smiles in 
social situations 


4 mo.—Very sociable. Coos 
freely to people 

5 mo.—Descriminates stran- 
gers. Talks to toys. 
Squeals and is interested 
in high tones 

6 mo.—More low tones used 


Now definitely a part of the 
family circle 

8 mo.—Consonant single syl- 
lable sounds da, ba 

9 mo.—Seems to imitate 
some sounds 

Likes to protrude tongue 
and make tongue-lip noises 


Sounds are becoming in- 
creasingly complex 

More intonation and inflec- 
tion 

12. mo.—Jargon definitely 
beginning 


12 mo.—Says mama and 
dada and diddy (kitty) 
Comprehends several words 
Talks in jargon a great deal 
and this becomes increas- 

ingly complex 


AGE | GROWTH DEVELOPMENT 
Birth Birth wt. 5 Ibs. 11 oz. Lg. Birth to 8 wk.—strong Moro 
to 14 in. reflex and right tonic neck 
3 mo. Breast fed 12 wk.—Head in midline and 
9 wk.—Cereal and fruit tonie neck reflex seldom 
started seen 
3 mo.—Wt. 11 Ib. Lg. 22 
in. 
3 mo. Formula feedings 4 mo.—Good head control 
to Takes all baby food well Likes to sit in a semireelin- 
6 mo. 5 mo.—Chicken pox. ing position in a special 
5% mo.—Wt. 14 lb. Lg. chair (Infanseat). Hits 
24% in. toys with hands 
5 mo.—Sits supported in 
Baby Tender 
6 mo. Mild upper respiratory in- 6 mo.—Good arm control 
to fection and grasp 
9 mo. Feeds self toast and bites 7 mo.—Sits without support 
on toys 9 mo.—Pulls to a stand. 
Accepts a few table foods Has good finger control 
No teeth 
9mo. Feeds self bits of food 10 mo.—Walks around play 
to with fingers pen holding on 
12 mo. Can drink from a cup Generally very mobile about 
10 mo.—Wt. 17 Ib. Lg. the house 
26% in. 12 mo.—Walks, hands held 
10144 mo.—First tooth, 
lower central incisor 
12 mo. 12 mo.—Two lower central 13 mo.—Walks without sup- 
to incisors and one left up- _ port 
18 mo per lateral incisor pres- 15 mo.—Turns pages of a 
ent hook several at a time 
Wt. 18 Ib. Lg. 28 in. 
18 mo. 18 mo.—Alternating inter- Runs, climbs, and explores 
to nal strabismus noted Carries objects easily. Im- 
24 mo. Has only upper and lower itates mother’s household 


incisors 
24 mo.—Wt. 22 Ib. Lg. 
30% in. 


activities 


McCarthy® has nicely pointed out 


more complex. 


Begins to build a recogniz- 
able word vocabulary 

Primarily names of objects 
and animals 

24 mo.—Many words and 
uses some short sentences 


This is also illustrated 


some correlations in infant speech de- 
velopment with the neuromuscular and 
somatic growth of the infant. I have 
indieated the main points of correla- 


in the types of foods she would accept. 
As her oral mechanism became more 
versatile, she accepted food with 
greater varieties of texture and took 
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fluids from a cup as well as a bottle. 
Coincidental with all of this is, of 
course, her constantly enlarging world 
of experience by inelusion into the 
family ecirele and by virtue of her in- 
creasing mobility. There is one major 
deviation by this child from the an- 
ticipated pattern. She was late in the 
eruption of her first tooth (10% 
months), yet this did not seem to inter- 
fere with the development of dental 
consonant sounds at 8 and 9 months. 
Obviously one would be reluctant to 
draw any conclusions from this one 
“ase study. 
SUMMARY 


Magnetic tape recordings were made 
of the speech development of one baby 
girl from 6 weeks to 2 years of age. 
These reeordings were made at 
monthly intervals during the first year 
and at three-month intervals during 
the second year. These recordings 
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were then edited for small 30- to 60- 
second best samples which were then 
spliced together with editorial com- 
ment to make a fifteen-minute record- 
ing. This recording illustrates the se- 
quences of speech development of one 
little girl during the first two years of 
life. In general, this follows the pat- 
tern indicated in the Gesell develop- 
mental sehedules. 
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ACCIDENTAL FATAL DIBISTINE POISONING 


Byron B. Operst, M.D. 
Omana, NEB. 


HE widespread use of antihista- 

mine compounds in both preserip- 
tion and proprietary preparations 
constitutes a potential hazard to chil- 
dren. Sachs, Wyngaarden and See- 
vers,? and Judge and Dumaro* have 
reported cases of antihistamine poison- 
ing and reviewed the literature. 


The following case report records a 
ease of fatal poisoning due to the acci- 
dental ingestion of dibistine.* 


CASE REPORT 


This 3-year-old white female had 
been well until 1:45 p.m. the day of 
admission to Children’s Memorial 
Hospital. She was left alone in the 
ear about 11:30 a.m. while the mother 
shopped. During this period, she in- 
gested about 30 Dibistine tablets. At 
1:30 p.m., she was put to bed for a 
nap. The mother heard her threshing 
in bed and investigated. The child 
vomited once, complained of pain near 
her ears, and then began having a gen- 
eralized convulsive seizure. There 
was some momentary breathing dif- 
ficulty. 

The child was taken to a doctor’s 
office where she continued to have athe- 
toid type of movements of all extremi- 
ties. There was a decerebrate type 
rigidity, with rigid legs, ankles turned 
under, and the hands held in earpope- 
dal spasm. The pupils were widely 
dilated. She was not conscious but 
would utter sounds. 

She suddenly developed an acute 
larvngeal spasm, became apneic, and 
then eyanotic. She was given artifi- 


From Children’s Memorial “Hospital. 

Presented at the Weekly Thursday Morning 
Conference. 

*Dibistine, Ciba Pharmaceutical Products, 
Ine., contains 25 mg. of tripelennamine hydro- 
chloride and 50 mg. of antazoline hydro- 
chloride. 


cial respiration, suction, and Adrenalin 
intramuscularly. A rescue squad ar- 
rived with oxygen; and the child was 
transported to Children’s Memorial 
Hospital. Blood was drawn for blood 
sugar, calcium, and complete blood 
count. A spinal tap was done. Treat- 
ment was started. 

By evening, subsequent information 
was obtained from the parents who dis- 
covered the loss of the tablets from the 
glove compartment in the car. The 
total dosage ingested was 750 mg. of 
tripelennamine and 1,500 mg. of antaz- 
oline hydrochloride. Past history was 
essentially negative. 

On admission the patient had spas- 
modie, generalized, tonic seizures re- 
sembling a decerebrate type rigidity. 
There were alternating bizarre flailings 
and athetoid movements of the body 
and all extremities. Pupils were 
dilated and the eyes roving. Laryngeal 
stridor was marked. Color was dusky. 
Frequent suctioning required. 
Heart rate was rapid, 120-160. Lungs 
sounded elear, abdomen was negative, 
and blood pressure was 120/60 in legs. 

Laboratory examination revealed 
blood sugar 236 mg. per cent, calcium 
11.4 mg. per cent, phosphorus 5.3 mg. 
per cent. Red blood count was 5.05, 
hemoglobin 13 grams, white blood 
count 2,800, segmentals 65, staff 10, 
lymphoeytes 21, juveniles 4, sedimen- 
tation rate—Wintrobe (uncorrected ) 
10 mm. per hour. Spinal tap, 1 lympho- 
eyte, protein 20, sugar 55 mg. per cent. 
Portable x-ray of chest showed diffuse 
bilateral pulmonary edema. 

The treatment given within the first 
one and one-half hours was continuous 
oxygen; 50 ¢.c. of intravenous hyper- 
tonie solution containing 1 Gm. eal- 
cium gluconate, 35 per cent glucose 
in one-third normal saline, and 200 mg. 
aseorbie acid; and Luminal sodium 
totaling 21%4 grains intramuscularly. 
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The convulsions continued. Rectal 
paraldehyde in 6 ¢.c. dosages finally 
controlled the seizures. 

Subsequent therapy consisted of 
continuous intravenous infusion of 10 
per cent glucose in one-half strength 
lactate Ringer’s solution at 10 drops 
per minute; hypertonic solutions of 
the previously described mixture every 
four hours; aqueous adrenal extract 
(Upjohn); penicillin and streptomy- 
ein; and vitamin K. 

Three hours after admission, the 
rectal temperature rose to 104.4° F.; 
pulse 116, respiration 42. By 8 P.M., 
the heart tones became muffled; and 
the blood pressure dropped to 70/50 
in the legs. The adrenal cortical ex- 
tract was started with an initial dose 
of 40 ¢.e., then 10 ¢.c. every two hours 
for three times and, finally, every four 
hours. The blood pressure responded 
well and stabilized about 80/50 in the 
arm and 110/70 in the leg. The tem- 
perature dropped to 100.2° F. rectally. 

The lungs showed findings of pul- 
monary edema which cleared clinically 
by the next morning. The patient 
rested well during the night with re- 
peated doses of paraldehyde rectally 
until 9:30 p.m.; none was needed after 
this time. Urine output was adequate 
from 4 a.m. until death. Some urinary 
retention occurred prior to this time. 

At noon the next day, twenty-two 
hours after the onset, she suddenly 
stiffened, had a generalized tonie type 
seizure, respiration ceased, and then 
the heart stopped. The use of a Mona- 
han chest respirator and stimulants 
failed to revive her. 

At autopsy, gross and microscopic 
examination showed moderate pul- 
monary and cerebral edema with no 
true cell destruction. 


DISCUSSION 


This particular type of acute poison- 
ing is diffieult to handle because the 
effect of the antihistamine complex 
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follows a general pattern. The first 
effect is the stimulation of bizarre 
motor activity, and the subsequent ef- 
fect is one of depression. With younger 
patients, there is more likely to be con- 
vulsions. The autonomic nervous sys- 
tem is widely affected. 

The ordinary use of depressants 
such as the barbiturates may be tricky. 
An ultrashort-acting barbiturate such 
as Pentothal might be used, giving 
small repeated doses, or a drug like 
paraldehyde, which has very little de- 
pressant action on the respiratory 
center. 

The remainder of treatment is sup- 
portive. Stimulants are needed in the 
depressive phase. Death usually oc- 
curs within 6 to fifteen hours. 


SUMMARY 


A fatal ease of antihistamine poison- 
ing in a 3-year-old child following the 
accidental ingestion of 30 Dibistine 
tablets is reported. 

Symptoms developed two hours after 
ingestion of the tablets and death oc- 
curred twenty-two hours after the on- 
set of the symptoms. 

The symtomatology, course, and 
treatment of the ease are described. 
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DYSAUTONOMIA 


Case Report OF A VARIANT 


LEONARD M. Linprg, M.D. 
New York, N. Y. 


N 1949, a report appeared of five chil- 
dren who presented a puzzling col- 
lection of symptoms.’ By 1952, thirty- 
three cases had been assembled of a 
previously undescribed syndrome, 
which was designated as ‘‘familial 
dysautonomia.’’? More recently, a 
team of workers has reported more ex- 
tensive studies on such children.* 

In essence, the syndrome consists of 
various evidences of disturbed auto- 
nomie function, such as excessive sweat- 
ing, evanescent skin bloteching, and 
episodic hypertension. More diffuse 
brain involvement is suggested by hy- 
poreflexia, poor motor coordination, 
and emotional instability. The unique 
feature which suggests the diagnosis 
is the inability to produce tears in nor- 
mal quantities when erying. All the 
undoubted cases so far reported have 
been in children of Jewish extraction. 
For this reason, the case to be reported 
in a non-Jewish child is of interest. 


CASE REPORT 


D. M., a 3-year-old white female, was 
first seen because of poor appetite and 
deficient growth. At this time, history 
revealed that her difficulty began two 
days after birth. Pregnaney and de- 
livery were uncomplicated; birth 
weight was 5 pounds 3. ounees. 
From the start, the patient presented 
feeding difficulty, with poor swallowing 
and persistent vomiting. She was 
placed in an ineubator and regained 
her birth weight at 24 days of age. At 
home, for the entire first year, she had 
repeated episodic swallowing difficulty 
and vomiting. She gained poorly and 
slowly. 
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Since then, she has continued to have 
frequent episodes of gagging, swallow- 
ing difficulty, and persistent vomiting 
occurring about once a month and last- 
ing two or three days. These episodes 
are often accompanied by fever up to 
105° F., without any sign of infection. 

The mother has also noted that the 
child has never produced tears no mat- 
ter how long or hard she cried. The 
eyes are often red, with thick crusting. 
The patient drools excessively, espe- 
cially when sleeping. Also noted is 
excessive perspiration on the head and 
forehead. 

The child frequently hurts or euts 
herself, either without noting it, or with- 
out feeling the expected accompanying 
pain. She is very dependent on the 
mother, had frequent mood swings 
without external eause, and had had 
numerous breath-holding spells. The 
patient urinates ‘‘much too frequent- 
ly.’’ Large erythematous blotches ap- 
pear on her chest when she is fright- 
ened. The patient is a little slow in 
physical development, sat at 1 year, 
walked at 17 months, and generally 
demonstrates moderate motor ineo- 
ordination. 

In view of the genetic significance in 
this ease, the family tree is given in 
some detail. The mother is 21 years 
old, Catholic, living and well. The 
father is 27 years old, Protestant, liv- 
ing and well. One sister, aged 1 vear, 
is living and well, a normal healthy 
baby. The maternal grandfather, who 
is living and well, was an orphan. The 
name on his erib was Friedman, and 
he was brought up as Catholic. The 
maternal grandmother, living and well, 
is of French and Dutch Episcopalian 
extraction. The paternal grandfather, 
living and well, is of German Protestant 
descent. The paternal grandmother, 
living and well, is of Seotch descent. 
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Physical examination revealed an un- 
dersized, frail girl with injected con- 
junetivae. She weighed 25 pounds (1.5 
Sigma below the mean).* She was 35.2 
inches tall (1 Sigma below the mean) .* 
Head circumference was 17.8 inches. 
Blood presure supine was 90/60 mm. 
Hg, with a fall to 80/40 mm. Hg two 
minutes after standing erect. Speech 
was normal for age but became nasal if 
the child was excited. Gait was nor- 
mal, but occasionally the patient 
seemed to shuffle and stumble. 


No tears were seen even with erying. 
Corneas were clear, with no ulceration. 
Both conjunectivae were injected and 
there was complete corneal anesthesia. 
Skin blotching was seen over the upper 
chest as the child eried. On neuro- 
logical examination, fine movements 
appeared clumsy and poorly coordi- 
nated. Superficial and deep tendon 
reflexes were normal. 


Following her initial examination, 
D. M. was studied by members of the 
team which had investigated the chil- 
dren with dysautonomia at Columbia 
University and Babies Hospital.* 


The psychiatrist’s summary stated, 
“‘TD. M. is an anxious, restless, hyper- 
active distractible girl, who has marked 
similarity to the dysautonomia children 
that have been examined thus far. The 
signs of organie brain damage would 
appear to be relatively meager, but 
still enough to distinguish her from 
the normal child her age.’’ 

The psychologist’s impression was 
that she showed poor performance on 
tests involving fine hand coordination 
and visual motor tests, but showed 
precocious social awareness as often 
found in sick children. Her basie co- 
ordination diffieulty was not as marked 
as some of the other dysautonomia 
cases. 

The speech therapist found some 
speech disability, but not as marked as 
some of the other dysautonomia eases. 

On neurological examination, defee- 
tive laerimation and skin blotehing 
were noted. All deep tendon reflexes 
were active, which contrasted with the 
often found hyporeflexia. 
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Since her first visit, D. M. has been 
seen several times with rather severe 
euts and bruises which she never 
noticed, and which were not accom- 
panied by pain or erying. In addition, 
she has had four episodes of vomiting, 
gagging, and high fever up to 105° F. 
On the first occasion, Thorazine, 12.5 
mg. intramuscularly, followed by oral 
supplementation in a dosage of 10 mg. 
every four hours, caused cessation of 
the gagging and vomiting in two hours. 
The second time, oral Thorazine alone 
achieved this effect in four hours. This 
contrasts to the usual forty-eight-hour 
duration of these symptoms, and per- 
mitted adequate nutrition while the 
eyelie episode persisted. 


DISCUSSION 


The patient, except for the ethno- 
logical difference, demonstrates the re- 
latively constant features of dysautono- 
mia. She eries without tears. Erythem- 
atous skin bloteching appears on her 
upper trunk with excitement. The 
patient drools, more at night. Exces- 
sive perspiration of the head and fore- 
head oceurs frequently. The patient is 
emotionally unstable and overdepend- 
ent on the mother. Moderate motor 
ineoordination and relative indiffer- 
ence to pain are present. Asymp- 
tomatie postural hypotension is con- 
stant on examination. Shé has never 
showed the usually seen hyporeflexia. 

Many of the other features often 
seen in dysautonomia are present in 
this ease. She has frequent unex- 
plained high fevers, eyelie vomiting 
with dysphagia, breath-holding spells, 
urinary frequeney, corneal anesthesia, 
and a peculiar unsteady gait. 


COMMENT 


The frequeney of the syndrome in 
siblings of known eases has suggested 
a mendelian recessive characteristic as 
the responsible factor. This would re- 
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quire inheritance of a recessive factor 
from each parent in order to produce 
the disease. Here, the genealogical 
background of the maternal grand- 
father is open to question, but the re- 
maining progenitors of the patient are 
all of established non-Jewish descent. 
Familial dysautonomia is certainly not 
the first disease thought to exist ex- 
clusively in one specific ethnic group, 
and later found to occur in others. A 
possibility is that there may be two 
different etiological mechanisms for the 
disease. The situation where several 
members of the same family had the 
disease is undoubtedly of genetic 
origin. On the other hand, the above 
deseribed ease, which is one of four 
non-Jewish patients mentioned in a re- 
cent report,’ may indicate that a de- 
velopmental error or accident is etio- 
logically responsible for the same phys- 
iological end result. It is interesting, 
though far from conclusive, that these 
four patients have a total of seven sib- 
lings, all normal children.’ The possi- 
bility of a dual etiology is speculative 
at the present time, and will require 
many more clinical and pathological 
studies for confirmation. 


SUMMARY 


The occurrence of the syndrome, 
dysautonomia, in a patient of other 
than Jewish extraction, is reported. 
Although the disease appears to oceur 
predominantly among the Jewish peo- 
ple, increasing awareness of the con- 
dition will undoubtedly result in dis- 
covery of more cases in other ethnic 
groups. 

The possibility is suggested that a 
developmental error as well as a ge- 
netic trait may cause the same clinical 
end result which we call dysautonomia. 
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UNCOMPLICATED CONGENITAL TORSION OF THE PENIS 


R. Broussarp, M.D. 
PENSACOLA, FLA. 


ONGENITAL torsion of the penis 

unassociated with either epispa- 
dias or hypospadias is one of the rarest 
congenital anomalies. The penis is 
twisted on its long axis so that the 
frenum faces upward. This deformity, 
when not associated with other de- 
feets, generally produces no symptoms, 
but occasionally there is urinary dif- 
ficulty or frequency due to a meatal 
stenosis. It is the purpose of this pa- 
per to present a case. 

A review of the literature revealed 
a very secant amount of information. 
According to Jacobson,’ uncomplicated 
torsion of the penis is almost unknown. 
In 1894, Caddy? reported a case of tor- 
sion of the penis in an adult. This 
patient had no epispadias or hypospa- 
dias and the urine flowed straight 
down and was not deflected to the right 
nor left. The penis was turned to the 
left so that the position of the meatus, 
which occupied the apex of the glands, 
was reversed and the frenum lay up- 
permost. This patient had no symp- 
toms referable to the torsion. Bland- 
Sutton*® reported a case of a 3-month- 
old baby whose penis was directed lat- 
erally toward the left, with torsion of 
the urethra, which produced a con- 
genital bilateral hydronephrosis. It is 
his opinion that congenital bilateral 
hydronephrosis may be due to torsion 
of the penis which is overlooked. This 
infant had a ‘‘groove on the under 
surface of the glans, indicating a 
minimal degree of hypospadias.’’ The 
frenum was absent, and at the angle 
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of torsion there was a saclike pouch of 
skin. Campbell‘ stated that the median 
raphé defines the curve of the twist. 
He reports having seen five severe 
cases, the penis rotated to the right in 
two, and to the left in three. He’ has 
never seen one associated with true 
epispadias, but practically all of his 
patients had a mild balanitis hypo- 
spadias. In none of the cases was sur- 
gery of any variety indicated or car- 
ried out, other than meatotomy when 
the meatus was stenosed. 


torsion of 
penis with meatus at 2 o'clock. 


counterclockwise 


Fig. 1.—Shows 
9 


CASE REPORT 


V. R. B., Negro male, was delivered 
spontaneously on Oct. 25, 1953. He 
was the first child born of a second 
marriage, the mother having had 
eight other children by a previous mar- 
riage, none of whom had congenital 
defects. 

He was first seen by me on June 21, 
1954. He had previously been treated 
in Crippled Children’s Clinie for a 
right clubfoot and a ecaleaneo valgus 
of the left foot, and was wearing cor- 
rective casts. 
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Examination of the penis revealed 
a counterclockwise torsion, the penis 
being rotated 175 degrees and the 
frenum situated on the dorsum of the 
organ (Fig. 1). The median raphé 
was well marked and in the midline. 
At the junction with the penis, the 
raphé turned sharply and ran along 
the left side, crossing over to the dor- 
sum of the penis, cross the midline, and 
then deflected again to the left, where 


Fig. 2.—Same baby, showing mild right hydro- 
cele. 


it joined the frenum at about 2 o’clock 
(Fig. 2). The meatus was in the exact 
center of the glans. There was no 
sign of epispadias or hypospadias, and 
the urine did not deviate from the mid- 
line. 

The remainder of the physical exam- 
ination was negative (with the excep- 
tion of a large umbilical hernia which 
is common in his race). 


An I. V. pyelogram on Jan. 29, 
1954, did not reveal any gross renal 
deformity. 

At this time there is no evidence of 
any need for surgery. 


DISCUSSION 


The etiology of this anomaly remains 
unknown. Pinching of the organ be- 
tween the thighs in utero has been 
mentioned as a possible cause. I find 
it interesting that this case was asso- 
ciated with eclubfoot and that mal- 
formations such as clubfoot are usually 
attributed to maintenance of abnormal 
position in utero.® It has been sug- 
gested‘ that torsion of the penis is due 
to unequal development of the cor- 
pora cavernosa. I do not feel that 
this was the cause, in this instance, as 
in this child the penis, when erect, 
showed no chordee or deviation from 
the midline whatsoever, and the torsion 
was present in the unerect organ as 
well. 

SUMMARY 


A ease of uncomplicated congenital 
torsion of the penis was presented. 
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Clinical Conference 


STAFF MEETING AT THE KAROLINSKA UNIVERSITY HOSPITAL, 
STOCKHOLM, SWEDEN 


MopERATOR: 


Proressor ARvIp J. WALLGREN 


Children in Hospital 


Prov. WALLGREN.—Years ago, in- 
fants and young children, when hos- 
pitalized, risked aequiring diseases 
other than those for which they were 
admitted. At an early age, children 
are susceptible and able to produce 
but little resistance against infection. 
A disease was, therefore, easily com- 
municated from hospitalized 
child to another or from members of 
the hospital staff. Frequently oceur- 
ring infections, often repeated, re- 
sulted in a very bad general state of 
health within hospitals. Respiratory 
infections and diarrhea were fairly 
common, with emaciation and atro- 
phy, often fatal in consequence. 
These morbid hospital conditions were 
termed hospitalism or hospitalismus. 
It was a common thing also in other 
institutions for the eare of children, 
such as asylums. Gradually, experi- 
enee has taught better hospital plan- 
ning and the construction of smaller 
ward units with improved opportuni- 
ties for isolation. It has also empha- 
sized the importance of rigorous hy- 
giene, by isolation of patients with 
a contagious disease, as well as by 
shortening the hospitalization periods 
and by the application of anti-infee- 
tive drugs. Cross-infections oceur 
even today in the most up-to-date 
hospitals for children. They never 
need cause much worry, however, and 


the old conception of ‘‘hospitalis- 
mus’’ now belongs to a period defi- 
nitely past. 

The possibility of a new form of 
‘*hospitalismus’’ has, however, be- 
come more and more evident among 
hospitalized children. In its new 
form, the ‘‘hospitalismus’’ does not, 
like the old form, affect principally 
infants or young children, but rather 
toddlers and children of preschool 
age. Such children often feel in a 
sad plight when suddenly deprived of 
the care of their parents and of their 
accustomed home environment, and, 
when placed under the strict rules 
of ordinary hospital routine at the 
same time, with various bewildering 
and perhaps painful experiences in 
connection with examinations, tests, 
and treatment. This new mental 
‘*hospitalismus’’ has attracted the at- 
tention of a great many progressive 
pediatricians and in the past few 
years, has been a subject of discussion 
between pediatricians, child psychia- 
trists, and psychologists. In such de- 
partments at our hospital, where the 
experiences of mental stress in hos- 
pitalized children are mitigated, ob- 
servations have been made and it 
would seem worth while listening to 
what doctors from different depart- 
ments have to say of the way in 
which children should be treated in 
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order to prevent mental ‘‘hospitalis- 
mus.”’ I shall first ask Dr. Nordlund, 
our child psychiatrist, to be good 
enough to give us an account of her 
experiences, 


Dr. Exsa-Rrita NorpLunp.—When 
recording our child psychiatric anam- 
neses, the mothers not infrequently 
relate that how, after a hospitaliza- 
tion, the children have in some way 
or other appeared to be changed. 
These changes ean differ in degree. 
Verbally, the alleged changes can be 
more or less easily expressed. A 
mother of a hospitalized child de- 
seribed her feelings rather drasti- 
cally, though no doubt very ade- 
quately, in saying: ‘‘I delivered a 
sprightly child to the hospital and 
after a week I received in return a 
statue.’” Many mothers express the 
opinion that their children have been 
spoiled at the hospital. They try at 
onee, after the return home of the 
children, to restore as best they can 
the more strict discipline applied to 
the child before his removal to the 
hospital. This is an instance of how 
easily children get fixed in a pattern 
of behavior characterized by inse- 
curity. Still, most of the mothers 
who speak about a change in be- 
havior in their children after a hos- 
pitalization, connect the alleged 
change with a supposed disturbance 
of the feeling of safety of the respec- 
tive children; consequently, they do 
all in their power to restore this feel- 
ing. They understand that the chil- 
dren were not, so to say, mature for 
a removal to a hospital and, there- 
fore, unable to manage satisfactorily 
without the mother during the period 
of hospitalization. To many mothers 
it is a distressing experience to be 


told by a doctor that a hospitaliza- 
tion is advisable, when the mother 
feels that her child has not reached 
an age and maturity to stand separa- 
tion. Even a mentally well-balanced 
mother of several children becomes 
anxious when her child falls ill, and 
even the most harmonious child of 
preschool age deteriorates to some ex- 
tent when ill, ie., he experiences an 
increased need of care, especially of 
the attendance of the mother and her 
permanent presence. At the very 
moment, perhaps, the child is sepa- 
rated from the mother without, as 
may well happen, ever having experi- 
enced such a separation. Moreover, 
the separation from the mother will 
involve hospitalization. A children’s 
hospital is, after all, not an altogether 
harmless place, particularly in the 
ease of a child not old enough to ex- 
press by word of mouth such ques- 
tions regarding the strange and un- 
familiar things that take place at a 
hospital which have little in common 


with the world to which the child has 


become accustomed. ‘‘Children in 
hospital’’ is a problem that deserves 
universal attention, particularly when 
cooperation between pediatricians and 
child psychiatrists has been estab- 
lished. ‘‘Children in hospital’’ is 
only a part of the big problem of 
every situation that implies the sepa- 
ration of mother and child for a more 
or less prolonged period. This prob- 
lem appeared in a terrifying light in 
connection with the numerous re- 
movals of children that occurred dur- 
ing and after World War II. Such 
an experiment in child psychology 
will, we trust, never be repeated. At 
the same time, we may hope that 
none of the lessons of those experi- 
ments will be forgotten. Evacuated 


460 


children experienced difficulties of 
adaptation in quiet, far-off surround- 
ings; other children were allowed to 
remain with their mothers. The 
latter children showed, as a rule, less 
adaptation symptoms, in spite of the 
fact that they had to take refuge in 
underground shelters or had, liter- 
ally, to run away from the enemy. 
Obviously, the presence of the 
mothers neutralized the anxiety and 
fear of the children. The children 
were brought together in big camps. 
At some ages, this went quite well; at 
others, signs of a pathologie craving 
for contacts were noted, completely 
out of the question in a large group. 
Other children were sent to private 
homes and thereby placed in a po- 
sition of acquiring contacts and main- 
taining an everyday life. Thanks to 
this they gained deeper contacts, a 
fact that bridged over many difficul- 
ties. The whole of this enormous ex- 
periment in child psychology came so 
unpreparedly that time did not allow 
any real planning that would after- 
ward permit conclusions that would 
raise no objections from a strict sci- 
entifie point of view. 

However, after the war, the experi- 
ences brought forth a _ properly 
planned, careful research. It is par- 
ticularly because of Mr. John Bowlby 
that this, I might say, avalanche of 
stimulating ideas and suggestions has 
been initiated. At present, two re- 
search teams in London and Paris, 
respectively, are engaged in this gi- 
gantie task, while, more in the pe- 
riphery, we all collect our experi- 
ences from everyday life at our own 
child institutions and children’s hos- 
pitals. How deleterious a separation 
from the mother is, or at what age or 
ages it shows its most evident effects, 
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or what constitutional types of chil- 
dren are the most affected, we still 
cannot say. What we believe is that 
young children, particularly those be- 
low 3 years of age, are not well at 
ease after a sudden separation from 
the mother. From careful observa- 
tions of children during and after 
hospitalization we find that children, 
in their feeling of complete helpless- 
ness, return to an earlier stage of de- 
velopment. Children who have ear- 
lier had the ‘‘gift of gab’’ become 
silent, refusing to speak, though they 
have not lost their understanding of 
the language. Children who have 
ceased to wet their beds resume that 
habit. Those who have shown a 
natural sprightliness have in a short 
time changed into small melancholy 
creatures who have suddenly lost all 
faith in ‘‘mommy’’ or the world as 
a whole. We also find that children 
who during their stay at the hospital 
have failed to show any signs what- 
ever of unhappiness in their sur- 
roundings, nevertheless, after their 
return home, disclose grave symp- 
toms of a disturbance of their feel- 
ing of security. Refusal to eat and 
disturbed sleep are not uncommon 
symptoms after a return home. Only 
in the private home surroundings ean 
a mental injury manifest itself in 
concrete symptoms, ete. This applies 
also to eases where, in fact, during 
the hospitalization no sign has been 
observed of any pining for the 
mother. A child may forget, at least 
for a short while. This is enough to 
make us grown-up people lose all 
sense of the actual situation of the 
child. Depressed children are often 
left to themselves and will often be 
characterized as ‘‘easy to manage.’’ 
These are, however, the very children 


j 
. 


CLINICAL CONFERENCE 461 


that are most in need of human con- 
tact. The crying children, the dis- 
obedient ones, those who loudly as- 
sert themselves and make no secret 
of the distress they feel in the situa- 
tion in which they have been placed, 
may in some cases be given a little 
extra comfort. Also, it may happen 
that a staff concentrates so much of 
its zeal on these children, that they 
are prevented from helping the others 
get rid of their anxiety by an abreac- 
tion at their initial difficulties of 
adaptation. When a child is sepa- 
rated for the first time from his 
mother to stay (eg., at a kinder- 
garten), the child has the oppor- 
tunity of ‘‘running-off’’ his anxiety. 
At a children’s hospital the child 
will, as a rule, have to go to bed at 
once and be quiet. The motorial ab- 
reaction thus becomes more or less 
blocked. 

It is the duty of an up-to-date chil- 
dren’s hospital to entertain the chil- 
dren during the somatie procedure, 
so as to prevent a mental injury. It 
is, first of all, necessary to select the 
staff engaged at a children’s hospital 
with a view to their understanding 
of a child’s primary need of security. 
They must have an understanding of 
the child’s difficulties that originated 
in the separation from his mother, 
and whose presence has a marvelous 
capacity for soothing uneasiness at 
trying moments of examination and 
treatment. The staff, in all positions, 
from the lowest to the highest, must 
try to understand the children, as 
well as their mothers. The problem 
is not so simple as it was thought to 
be earlier (viz., that ‘once a child 
ealms down, the ‘“‘hysterical mother 
factor’’ has been removed from the 
child’s disease). It is no doubt true 


that a child may be examined better 
when the doctor is left alone with 
him. When the mother is present, 
and especially when the mother-child 
relation is disturbed, the doctor may 
find it difficult to establish the con- 
tact that is necessary to make the 
child feel at ease. As long as the 
mother is present, the child ventilates 
rather his grievance against the 
mother than his fright at the doc- 
tor’s intervention. 

An indispensable condition for 
making children feel at ease in a 
hospital is that their mothers feel 
welcome and accepted. They must 
not be regarded as a disturbing ele- 
ment in the hospital work, but rather 
as a positive factor in the healing 
process of the children. It is, no 
doubt, less the individual interven- 
tion that troubles the child than a 
general disregard on the part of the 
hospital staff of the requirements of 
the child, in addition to a general 
lack of understanding of the feel- 
ings of a child confronted with an 
unknown experience. 

A general friendly attitude to the 
children and their relatives is more 
important than anything else at a 
children’s hospital. It is the first 
part of a prophylactic approach in 
the field of mental hygiene. All in- 
structions regarding the treatment of 
children will fail unless the staff pos- 
sesses a sympathetic understanding 
for children. An antibiotic may be 
prescribed in this or that illness, and 
the prescription will be strictly fol- 
lowed by the staff. On the other 
hand, it is impossible to prescribe a 
certain behavior to a child. Knowl- 
edge of and an interest in children 
constitute a most important condi- 
tion, and they are, unfortunately, not 
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always to be found, even in otherwise 
well-equipped experts. That is why 
it is so difficult to bring about an 
even and reasonably uniform attitude 
to the treatment of children. Be- 
havior, however kind superficially, 
that is not borne up by a really sin- 
cere understanding will seldom be ae- 
cepted as genuinely positive by the 
child. A staff that is too rigid to 
adapt itself to a more human wave 
length jeopardizes the whole of such 
work, even though they may not be 
conscious of so doing. 

A child should be prepared for hos- 
pitalization, preferably by his mother. 
The separation the mother is 
such a trying experience that it 
should not be coupled with what, to 
a young child, must amount to the 
severest of all his disillusions—that 
of losing faith in mother. Then, all 
that is frightening becomes twice as 
terrible. The hospitalization proce- 
dure should be carried out as gently 
as possible and, the nature of the dis- 
ease permitting, gradually, so as to 
make the child accustomed to one 
thing at a time before being handed 
over to the daily rounds of hospital 
routine. The child should have had 
an opportunity to warm up his bed 
before anyone turns up with a tray 
of hospital paraphernalia. 

As a matter of course, the child 
should be allowed to keep his favorite 
toy—a Teddy bear or whatever else 
it may be—that, even at home, has 
been needed as a symbol of safety. 
Now more than ever it is needed, 
when danger approaches and mother 
no longer is present. The child feels 
soothed not only, perhaps, by the 
thing in itself but rather by the fact 
that it represents the small character- 
istic of his domestic surroundings, 
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which is, no doubt, welcome as a con- 
trast with the malodorous, aseptic air 
of a children’s hospital. The younger 
the child the more important are 
regular visits from the mother, even 
though repeated separations are 
likely to unsettle both mother and 
child. Where, if not in a children’s 
hospital, should a child be allowed 
to ery, to have a good ery, since, after 
all, it is probably the most natural 
safety valve of a child. A mother’s 
visit to a hospital department should 
be looked upon as a matter of course, 
just as much as regular meals. Visit- 
ing mothers should not imagine that 
they should try to crowd twenty-four 
hours’ entertainment into a couple 
of hours. As at home they should be 
content to slip into the field of view 
of the children, sit down knitting by 
the bed or reading a fairy tale, and, 
maybe, finding time to give a little 
attention to nearby children who are 
not in the happy position to receive 
visitors. The more exclusively the 
mothers concentrate on their own 
children during their visits, the more 
the children will feel something hos- 
tile in the atmosphere of the hos- 
pital—the more unaffected the moth- 
ers, the more homelike the situation. 
The mothers may also directly assist 
in the eare of the children. If they 
are able to wash and feed their chil- 
dren at home, they are not likely to 
lose this ability at the hospital. 
Through these hospital visits, the 
mothers become acquainted with the 
hospital routine, and from their ob- 
servations they may have helpful 
suggestions to offer. The members of 
a staff must also increase their knowl- 
edge of the psychology of coopera- 
tion, particularly with regard to the 
mothers. They must be taught to 
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recognize the most ordinary psycho- 
logical defense attitudes of human 
beings once they feel themselves to 
be isolated victims of criticism, a 
not unusual thing at children’s hos- 
pitals. Faultfinding is one of many 
ways of self-assertion. No doubt, an 
unpleasant form of it, but it should 
not be forgotten that the morbid 
faultfinding will but grow when met 
with a resentment of prestige. We 
must build bridges, not create gulfs 
between human beings. An antag- 
onism between a nurse and a mother 
of a child patient disturbs the peace- 
ful atmosphere for the child. 

When a child patient is to be dis- 
charged from the hospital, mothers 
should be told in advance that the 
children may show certain symptoms 
at home indicating that the hospital 
stay had, in spite of all, been too try- 
ing. Once a mother is aware of this, 
she is in a much better position to 
master the situation at home. She 
will then understand that the child 
is not spoiled and in need of correc- 
tion, but that he feels unsafe and that 
his sense of confidence should be re- 
stored. This applies to children at 
children’s hospitals. A great many 
sick children are treated at hospitals 
for adults, where the conditions 
simply cannot be adapted in the first 
place to a child-minded routine. It 
is, of course, to be desired that small 
wards could be arranged. In that in- 
stance a regular contact with the 
mothers would be particularly im- 
portant prophylactically. It is to be 
hoped that we shall soon have fully 
equipped hospital accommodations for 
children where all the specialities 
will be represented, in order to save 
children with different diseases from 


being exposed to now this, now that, 
kind of treatment without regard to 
their emotional balance. 


THE Moperator.—We shall now ob- 
tain the views of a pediatrician on 
this matter. I have the pleasure of 
ealling upon my associate Dr. Lars 
Strém, to give an account of his ex- 
periences. 


Dr. Lars Strém.—Prodesse aut non 
nocere—is an exhortation perhaps 
somewhat disregarded in connection 
with hospital work as such. To us 
who work at the children’s clinic, this 
is probably a more pressing matter 
than at other hospital departments. 
The symptoms of the mental injuries 
which the children have been ex- 
posed to become evident already in 
connection with the hospitalization. 
The child does not appear volun- 
tarily, being more or less literally 
torn from the arms of his mother. 
There is very small consolation to a 
mother to hear from the doctor that 
‘this is a thing we are accustomed 
to’’ with the added words: ‘‘As soon 
as the mother has withdrawn, the 
child becomes calm and happy.’’ It 
is no less disagreeable to a mother to 
be told that she should not pay any 
visits to the child during the period 
of hospitalization. Nor is that any 
consolation for the child. These are 
things that we have realized but re- 
cently. 

At our elinie we enjoy the ines- 
timable privilege of cooperation with 
a special department for child psychi- 
atry forming part of the clinic. In 
the past few years, new and fresh 
winds have been blowing and, as al- 
ready stated, the importance of not 
breaking the contact between mother 
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and child even for a short time has 
been realized. This applies particu- 
larly to the children at the earliest 
ages. Previously, visits of parents 
were allowed only once a week. For 
the past two years, daily visits are 
the rule, and these visits have not 
had the character of concession. The 
daily visits have formed part of the 
general scheme of treatment of a 
child. Should a mother have been 
unable to come, the father or some 
other relative has been entitled or 
asked to visit. May I examine the 
advantages and disadvantages, re- 
spectively, of these daily visits from 
the point of view of those concerned? 


The Children.— 

Advantages: The daily contact 
with the parents has strengthened 
the feeling of safety of the children 
in the unfamiliar surroundings. The 
feeling of safety has been kept up by 
the knowledge that the mother, when 
leaving, is certain to come back 
again. There is no doubt that the 
visits have been warmly appreciated. 


Disadvantages: An objection raised 
refers to the supposed cruelty in the 
daily repetition of a separation. As 
a matter of fact, some children, es- 
pecially those of an age of 2 to 5 
years, have revealed a considerable 
anxiety during and after a visit. This 
applies particularly to children hospi- 
talized for a short time only. There 
is a risk of a too rich supply of sweet- 
meats. A department nurse has 
pointed out that the children get 
spoiled and demanding. They ap- 
pear openly disappointed when not 
receiving a present at every visit. 
However, this should be a question 
that eould be solved in cooperation 
with the parents. 
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The Parents.— 

Advantages: There is less anxiety 
when they are able to follow the daily 
progress of their child. This way it 
is much more easy for them to under- 
stand and accept the hospital routine. 
Also they have better opportunities 
of contact with the hospital staff, a 
thing which, in my opinion, is of con- 
siderable value. 


Disadvantages: To many mothers, 
it is felt as a kind of obligation to 
have to visit a sick child regularly 
like this. This feeling by no means 
need suggest any lack of solicitude 
but rather a lack of time as they have 
children to look after at home. When 
they happen to live a long way from 
the hospital, a visit to the hospital 
will involve many hours’ absence 
from home. Substitutes for visits of 
a mother have not always proved suc- 
cessful. We have instances of cases 
when relatives not intimately known 
by a child have been directly re- 
sponsible for frightening him. A 
substitute for a mother should be 
submitted to the acceptance of the 
doctor or the department nurse. 


The Staff — 

Advantages: <A better contact is 
achieved with the parents by the doe- 
tor, as well as by the nurse. The 
acquaintance makes it easier to speak 
with and understand one another. A 
conspicuous advantage has_ been 
noted in a reduction of the number 
of telephone inquiries that, in spite 
of all, are likely to become more ir- 
ritating and, in proportion, take up 
more time, while often leaving both 
parties unsatisfied. One of the 
nurses has mentioned that the panic 
she felt earlier on the approach of 
the regular Sunday visit to a sick 
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child at the hospital is entirely gone, 
chiefly because of the fact that the 
difficulty of reporting the events of 
a whole week no longer exists. 

Disadvantages: A certain tendency 
toward neglecting the fixed hours for 
visits and bringing relatives or 
friends has been noted, placing more 
demands on the attention of the staff. 
Importunate studies of temperature 
curves coupled with various rash and 
erroneous conclusions occur. Should 
the temperature curves have been re- 
moved, this has caused suspicious- 
ness. 

When Dr. Nordlund first suggested 
the new system, I must confess that 
I belonged to the skeptics and I be- 
lieve that this applies to most of us. 
We had the common objections to 
daily visits: they would increase the 
risk of infections, and also increase 
the work of the staff, together with 
all the disadvantages already re- 
ferred to. We recognized, however, 
that all was not well as it was, and 
that hospitalization is a serious real- 
ity and, consequently, proposed 
changes that might contribute to a 
reduction of the hospitalization symp- 
toms should be tried out. 

After two years’ experience, I 
think I ean state, also on behalf of 
my colleagues, that the new system 
has worked better and better. The 
favorable effects have been found 
considerably to outweigh the unfa- 
vorable ones. Our impression is that, 
as a rule, the children have become 
more harmonious and calm, with few 
exceptions. The suecess of such a 
system depends from beginning to 
end on the qualities of those who look 
after the patients, and on the par- 
ents—not on the system in itself. 
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Results remain to be seen. Two 
years can yield nothing but prom- 
ises. We have to make a systematic 
investigation to find out whether this 
system ean possibly contribute to a 
decrease of the hospitalization symp- 
toms. 


THe Moperator. — Otolaryngology 
has much to do with sick children. 
It will be of great interest to hear 
what a specialist in this medical 
branch, Associate Professor Hjalmar 
Koch, has to say of his experiences. 


Dr. Hs. Kocu.—We otologists have 
to deal with regions that are ex- 
tremely susceptible to pain. Our 
requisites, head mirrors, mouth pro- 
tector, speculums and funnels, are 
often frightening to children. When 
these appliances are put in the hands 
of an impatient and hurried col- 
league, the development of children 
with a dread of doctors will be easily 
understood. I think most of my 
otologie colleagues are sufficiently 
good psychologists to soften their ap- 
proach to child patients with kind 
and gentle words. Otologists of the 
old school, who struck the table with 
a fist in order to quiet a child, are 
uncommon today. There is no need 
whatever to turn doctors into fiends 
to children after a visit to an otol- 
ogist. 

Our methods of treatment are, no 
doubt, likely to frighten children. 
Thanks partly to antibioties, a hu- 
manizing development has _ taken 
place in this respect. The max- 
illary irrigation which formerly had to 
be applied to no small extent over 
and over again was in many cases 
torture to the children. In most in- 
stances, maxillary irrigation is no 
longer required. When such an inter- 
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vention appears to be indicated, we 
have nowadays recourse to an ordi- 
nary endonasal trepanation to the 
maxilla performed during a_ short 
nareosis. Our experiences with these 
simple operations are good, and in 
our view a child does not seem to suf- 
fer any mental harm from them. Also 
other operations in the field of otol- 
ogy have in recent years been simi- 
larly considerably mitigated. Ade- 
noidectomy, tonsillectomy and para- 
earlier performed with a 
anesthesia or without any an- 
esthesia whatsoever, are nowadays 
earried out under narcosis. The great 
majority of the children show but 
slight, mental symptoms of the inter- 
ventions. On the contrary, the fol- 
lowing statement might be made: 

It is well known that children with 
hypertrophied adenoids often disclose 
signs of mental abnormality. Their 
nocturnal dreams are terrifying. 
They suffer from night-terrors, sleep 
badly, and give an impression of be- 
ing apathetic and often retarded in 
their development. <A_ short time 
after an operation, they are quite 
changed. A father told me that it 
was like releasing the hand brake. 
The same applies often to children 
who, owing to irritative and pro- 
longed attacks of tonsillitis, have be- 
come tired, listless, dull, and who, 
after an operation, have become like 
ordinary children. 

To return from this to Dr. Nord- 
lund’s report, I should like to toueh, 
first, on the question: Who are the 
children who are harmed by a medi- 
eal examination and hospitalization? 
Are both normal and so-called hyper- 
sensitive children among them? 

I have had no oceasion, nor am I 
competent to make any psychological 
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study, though over the years a sig- 
nificant number of youngsters have 
been treated. Many mothers have 
paid return visits with their children. 
But only exceptionally has anything 
spontaneously been said of any men- 
tal harm to a child. Had any note- 
worthy psychie injuries taken place, 
something would very likely have 
been said by them. If the question 
had been specially raised, something 
perhaps might have been said. On 
the other hand, I have often noted 
that the mothers have joyfully re- 
ported that their children have mark- 
edly improved and have grown easier 
to get along with. This applies 
chiefly to children who have been 
badly spoiled and allowed to do and 
say whatever they have liked. 

I doubt that a well-balanced, so- 
called normal child is injured from a 
short hospitalization, when sur- 
rounded by kind people. On_ the 
other hand, I am perfectly convinced 
that hypersensitive children may suf- 
fer harm. 

The question that lies uppermost 
in the mind of Dr. Nordlund is prob- 
ably: Are daily visits to be a general 
rule? That question forms, it seems, 
part of a more specific question: Are 
mothers to be permitted to sit at the 
bedside of sick children just operated 
upon? 

When first confronted with that 
question, the inclination is perhaps at 
once to reply: ‘‘No! We do not 
want to see the mothers running in 
and out here at all times. The result 
will be an endless deluge of ques- 
tions and extra work for the staff.’’ 
However, I am no longer convinced 
of this, rather the contrary. 

In the case of some newly operated 
patients, such as children undergoing 
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an adenoidectomy, we have long sys- 
tematically allowed mothers to take 
eare of their youngsters as soon as 
they are no longer in immediate need 
of professional supervision. This has 
been immensely successful. The op- 
eration department has been relieved 
and, when waking up, the children 
find their mothers by their sides and 
feel comforted. 

At one of our departments, the rule 
has long been to allow mothers to be 
together with their children on the 
occasion of operation. In practice, 
this has worked out as follows. The 
mothers have been persuaded to find 
an errand to town. Meanwhile, the 
actual operation has been performed. 
The mothers have not been allowed 
in until the children are awake and 
alert, and the risk of immediate com- 
plications has gone. This has worked 
excellently, all parties being satis- 
fied. 

Practical experience shows that it 
is very inopportune to let a mother 
in immediately after an operation. 
The small escapes of blood from the 
nose and throat, the vomiting, and 
the general appearance of the chil- 
dren frighten the mothers. 

Another group of children in con- 
nection with whom the cooperation 
of the parents, and especially of the 
mothers, has been sought concerns 
children with a pseudocroup. In 
such instances, we have often asked 
the mother to remain with the child 
and give a helping hand. This has in 
fact proved to be a welcome arrange- 
ment. A little one with a high tem- 
perature and difficulties with respira- 
tion grows, as a matter of course, 
more anxious if the mother disap- 
pears. On the other hand, we have 
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met striking instances of the calming 
effect of a mother’s presence. 

I therefore believe that this new 
system could be further developed 
to everyone’s advantage, both to de- 
partment staff and to the children, 
provided, of course, that the system 
is realized in a sensible fashion, and 
that the mothers are not allowed with 
the children until they are in a con- 
dition that will not frighten the 
mothers, nor the mothers’ presence 
disturb the children, making them 
ery and bleed. There are, of course, 
mothers who throw themselves upon 
a half-awake child and frighten him. 
However, the great majority of our 
mothers are sensible creatures. 

On the other hand, I am anxious to 
declare my disapproval of having rel- 
atives present at an operation. I 
have no objection to their presence 
before an intervention, when the 
child is nervous and agitated, but not 
during and immediately afterward 
when there is no reason for their 
presence. Such a presence must be 
unpleasant both to themselves and to 
the operator. This applies partieu- 
larly to adenoidectomy and tonsillee- 
tomy when hemorrhages are, of 
course, unavoidable. 

Consequently, there is every 
ground for taking a positive attitude 
to Dr. Nordlund’s proposal, provided 
that it is sensibly realized, and that 
anxious and nervous parents are 
kept out of the way. 

This applies, no doubt, also to the 
visits to wards. If the result has 
proved successful at the pediatric 
clinic, the system should also go well 
with us. In one of our foremen- 
tioned wards daily visits have been 
allowed for a long time, without plac- 
ing any new demands on the staff. 
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We meet another problem in the 
fact that children and adults find 
themselves at the same ward which 
may involve some complications. 

The real difficulty in our case is the 
long-timers. This applies in the first 
place to our child strieture cases 
which aceording to the distance from 
home, are admitted for half-year pe- 
riods or longer. There is naturally 
no doubt that such children may be 
harmed from the prolonged separa- 
tion from their home, as well as from 
the repeated soundings under nareco- 
sis. 

To this is added that the children 
are treated at so-called mixed wards, 
viz., with both children and adults, 
without access to specially trained 
nurses for children. It is, of course, 
a thing to be desired that a staff able 
to deal with children should be avail- 
able. 


Tue Moperator.—A children’s sur- 
geon has to do more painful and 
frightening interventions and dress- 
ings on his small clients than perhaps 
any other pediatrician. His impres- 
sion of the reactions of the children 
will be of interest. Associate Pro- 
fessor T. Ehrenpreis is head of the 
surgical department of the pediatric 
clinic. I propose to ask him to give 
us an account, leaving out the prob- 
lem of anesthesia which will be cov- 
ered later. 


Dr. T. Enrenprets.—Child surgery 
differs also in a psychological sense 
in some respects from medical treat- 
ment of children. These differences 
are such as to render the psycho- 
logical problems in surgical child 
cases more complicated. The main 
interest deviates to some extent from 
the nursing problems in themselves 
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to difficulties connected with the 
surgical intervention and the pre- 
and postoperative treatment. I have 
simply to confess that so far we have 
not arrived at any definite solution 
of these problems, and shall limit my- 
self to certain principles. 

Pain is a central factor in child 
surgery. This applies to the pain 
suffered in connection with the 
child’s illness (particularly accident 
injuries and acute abdominal cases), 
as well as that connected with the 
operative intervention and the post- 
operative treatment. As previously 
stated, the child, as a rule, endures 
the pain well, provided, of course, 
that the natural fear of the pain has 
been eliminated through often tedi- 
ous but extremely useful prepara- 
tions of the child in this particular 
respect. This also applies to the dis- 
eomfort and fear caused by the nar- 
cosis. I need not enter any further 
into this particular field. This sub- 
ject will be dealt with by an anes- 
thetist. It will suffice here to empha- 
size its importanee. 

So far as the problem of personal 
eare is concerned, the separation 
from home naturally involves the 
same trauma whether a child is a sur- 
gical or medical case. As previously 
pointed out, the risk of mental dis- 
turbances is, however, likely to grow 
the longer the separation. The great 
majority of surgically ill children 
have an extremely short time of con- 
finement, viz., one, two, or three 
days. It is further to be noted that 
a comparatively large part of our 
long-timers consists of a provincial 
clientele. The parents, as a rule, re- 
turn to their home after having deliv- 
ered the child at the hospital. This 
fact in itself makes the daily visits at 
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the surgical department for children 
less convenient than it is at the medi- 
eal department. To this has to be 
added the effect of the much quicker 
rhythm of the surgical department. 
The day becomes eventful through 
the variety of patients and _ their 
dramatized descriptions of their often 
acute ease histories, and the more or 
less fascinating happenings in con- 
nection with the pre- and postoper- 
ative treatment (such as _ fracture 
traction, plaster casts, intravenous 
drip, infusions of differently colored 
fluids, washings of bladder and intes- 
tines, ete.). All this has a double ef- 
feet, distracting the attention of the 
children to some extent from their 
own troubles to those of others. In 
this way solidarity and a communion 
of feeling are established between the 
children. Unfortunately, this posi- 
tive effect on the children  corre- 
sponds, at least from a_ practical 
point of view, to a negative reaction 
on the part of the visiting parents. 
So many questions crop up that the 
parents besiege the department 
nurses rather than devote themselves 
to their children. In this manner the 
visits are likely to do more harm than 
good. The children do not profit from 
the presence of the parents as was 
intended, and the nurse is kept away 
from her duties. 

For this reason, at present I take 
the view that the most significant 
psychological factors in the case of 
surgically sick children are as fol- 
lows: a sick child should be ecare- 
fully prepared for what is going to 
happen, and should obtain his first 
contact with the department in the 
presence of the mother in connection 
with the transfer of the child from 
his home security to the strange hos- 
pital environment. 
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THE Moperator.—An x-ray exam- 
ination often involves a mental stress 
on a child, through the strange-look- 
ing machinery, the forced and fixed 
position during exposure, the dark- 
ness during screening, and the new 
surroundings with nurses and doe- 
ters that the child has never seen. 
Associate Professor S. R. Kjellberg, 
head of the roentgen diagnostic de- 
partment of the pediatric clinic, has 
provided the children with a number 
of exciting and attractive toys in the 
waiting room to compensate for these 
frightening experiences. When vis- 
iting that room, you might think you 
were in a shop full of modern and ex- 
pensive toys. I shall eall upon Dr. 
Kjellberg to give us a brief account 
of his experience of children in his 
department. 


Dr. S. R. KseELLBERG.—When listen- 
ing to the merry romping of the chil- 
dren in the corridor outside my office, 
I can feel as stimulated and happy as 
a young couple carried away by the 
sweet tones of a Viennese waltz. It 
is felt at once that the atmosphere 
of the place has been congenial to 
the children. The fear of the nasty 
doctors has given way at least for 
the time being. To a radiologist this 
is an essential observation, viz., the 
capacity of a child to forget tempo- 
rarily all his troubles and become ab- 
sorbed by a fascinating thing in the 
present. We have found it to be ex- 
tremely important to fill the mind of 
a child with delightful impressions 
before an examination and to do ev- 
erything possible to keep him in this 
mood of excitement. When a good 
contact is achieved with a child, this 
can be done with very simple means. 
In the absence of such a contact, ev- 
ery effort will fail. A child has an 
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child can never be dictated to do this 
or that in order to reach a satisfae- 
tory examination result. First of all 
a child has to be talked with and his 
confidence gained. We are in the 
precarious situation to have to work 
largely in darkness. A simple trick 
like letting the child pretend to blow 
out the light can work wonders, turn- 
ing the whole business into fun. A 
child may, of course, on occasion be- 
come terrified, not knowing what he 
Once I was on the point of 
performing an urethrocystographic 
examination. The child so 
seared that he hit me on the jaw. 
The mother who was present was, of 
course, very upset. I simply told the 
child: ‘‘Wait a moment and you 
will have a chance to hit me once 
again.’’ When the child was leaving, 
he came rushing down the corridor, 
jumped up into my arms and kissed 
me on the cheek. He yelled when 
being taken away, wanting to stay 
and play with the toys. 

I hope you will forgive my having 
oceupied your attention with these 
trifles. However, it is not given to 
everyone to establish a satisfactory 
contact with a ehild, without which 
no examination in the regular way is 
feasible. It ean be earried out only 
with a great many extra expenses to 
cover the costs of films, loss of time, 
staff, ete. People seem to refuse to 
understand this. This applies par- 
ticularly to the powers of the State. 
Big grants are voted to provide 
pleasures for adults, such as People’s 
Palaces, ete. Then grants are will- 
ingly made, but to give some paltry 
thousands to toys seems to be below 
their dignity. I do not know whether 
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Americans are more playful. Any- 
how, there are rooms full of the most 
wonderful toys at most child institu- 
tions in the United States, likely to 
make one green with envy. 


THE Moperator.—In skin diseases 
with itching, we are often obliged to 
use fixed bandages or dressings in 
order to prevent seratehing which 
irritates the skin and delays the heal- 
ing. For weeks and sometimes for 
months, these children have to be 
kept in bed in some awkward posi- 
tion, unable to move their hands and 
feet, which because of its unnatural- 
ness becomes mentally harmful. Pe- 
diatricians often come across that 
type of pitiable case. I hope Dr. Nils 
Thyreson of the dermatologie clinic 
will be good enough to tell us his 
views on the subject. 


Dr. Nits Tuyreson.—At the der- 
matologie clinie, most of our child 
patients suffer from pruriginous ec- 
zema (atopic dermatitis, Besnier’s 
prurigo). Here I propose to diseuss 
this skin disease only. It is well 
known that the pruriginous eezema 
occurs in infancy (from an age of 2 
to 5 months to 2 to 3 years), as well 
as in the early school age. These age 
groups preponderate, in fact, in our 
clientele. Because of the fact that the 
pruriginous eczema is connected with 
an allergic constitution, we can never 
expect a treatment to be completed 
once the eezema has healed at the 
department. The tendency to recur- 
rence must be counteracted at home. 
This calls for the cooperation of the 
parents. Accordingly, it is of cardinal 
importance to give the parents cor- 
rect directions for the local treatment 
of the skin as well as for the anti- 
allergie treatment (diet regimen, 
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other allergen elimination). This 
should be done during the hospital- 
ization. These instructions can 
easily be communicated to mothers 
living in the neighborhood of Stock- 
holm who at their daily visits to the 
department have opportunities to as- 
sist in earing for the children. The 
recommendations of child psychology 
of frequent visits of relatives thus 
naturally agree with dermatologic 
viewpoints. 

So far as our diagnostie interven- 
tions are concerned, they conform, on 
the whole, to those employed other- 
wise at children’s departments. Thus 
our eezema patients, also in infaney, 
are fairly regularly tested intracu- 
taneously. As a rule, they are tested 
by the ‘‘prick method.’’ Only a lim- 
ited number of allergens, viz., food 
allergens, are used. Consequently, 
the children tolerate the examination 
well. 

I should particularly appreciate if 
Dr. Nordlund in this diseussion 
would give her opinion from an ex- 
pert’s point of view, of the risks con- 
nected with the fixation treatment of 
eezematous children traditionally ap- 
plied in dermatologie therapy. We 
are, of course, often obliged to keep 
the infants bound in their beds for 
weeks or months to prevent them 
from seratching. Small children not 
confined to bed are for the same rea- 
son equipped with arm euffs. Even 
an ordinary vapor or ointment com- 
press tends to restrict movement to 
some degree. 

What is the significance of this 
from the point of view of a child’s 
development? Our present impres- 
sion is that the eezematous children 
are, as a rule, happy and good chil- 
dren, surprisingly little disturbed in 
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their occupations and games by the 
fixation bandages. Older eczematous 
children are in fact supposed to be 
more intelligent than the average. 

I should therefore like to ask Dr. 
Nordlund regarding her opinion in 
this matter, and to ask if any exten- 
sive investigations on this problem 
are available. 


THe Moprerator.—Formerly, anes- 
thesia in children was a shock-pro- 
ducing intervention. In my student 
days, a short narcosis was often per- 
formed as follows: A piece of cot- 
ton soaked in chloroform was placed 
at the bottom of a cornet of oilcloth. 
Then the cornet was placed over the 
child’s head. In all likelihood, the 
anesthesia thus produced was partly 
due to suffocation, partly to shock, 
and partly to chloroform intoxica- 
tion. From this so-called nareosis to 
the present-day anesthesia is a far 
step. Dr. S. Nordlander, assistant 
anesthesiologist, will tell us how chil- 
dren are nowadays prepared for 
painful operations and examinations. 


Dr. S. NorpLANDER.—You cannot 
stress too much the importance of 
carefully preparing a child for an op- 
eration or an unpleasant and perhaps 
a painful examination. Modern an- 
esthesiology has contributed much 
toward reducing the risks of the so- 
called fear of narcosis, and similar 
conditions. They easily occur in chil- 
dren more or less forcibly subjected 
to nareosis when suitable medical and 
psychological preparation is lacking. 

Children over the age of 4 or 5 
years should be informed beforehand 
regarding the anesthetic procedure, 
and the possibility of the occurrence 
of a nasty smell, ete. Any unpleas- 
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antness that may oecur should not 
be concealed, nor, of course, exag- 
gerated. 

So far as children below the age of 
4 or 5 years are concerned, it is not 
always possible to explain what is go- 
ing to happen. Accordingly, ex- 
planations may do more harm than 
good. In the ease of these young- 
sters premedication will more or less 
have to be relied on. 

Premedication is of 
significance in anesthesia in children. 
Unfortunately, we lack an ideal pre- 
medieant, on which, without depress- 
ing the respiratory vascular 
centers, has a sedative effect as well 
as desiccating the mucous membrane. 
Morphine preparations should be ap- 
plied eautiously because of their de- 
pressing effect on the respiration of 
children in partieular. Atropine and 
similar drugs are administered to re- 
duce the secretion in the mucous 
membranes. Lately, the so-called 
antihistamine preparations, of the 
type Lergigan, Banthine, ete., have 
been employed in premedication, 
since they have a noticeably hypnotic 
effect as well as drying up the mu- 
while the risk of 
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cous membranes, 
overdosages seems small. 

Agitated and frightened children 
should preferably be treated with 
rectal nareosis. This can be done in 
the ward by members of the staff 
Properly used, 
nareosis renders the patient 
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hypnotic. According to the type of 
intervention, a supplementary narcosis 
can then be administered as required, 
e.g., laughing gas and ether. 

Much might be added about child 
anesthesia. In this connection I have 
concentrated on the problem of pre- 
paring the child so as to avoid men- 
tal injuries. I regret that time will 
not allow a more detailed account. 


Pror. WALLGREN.—We have now 
received a series of accounts of var- 
ious medical experiences of children 
in hospitals, and so far as ean be seen 
the risk of mental hospitalismus is in- 
significant. We doetors who have to 
deal with sick children in hospitals 
should devote much more attention, 
than is probably done, to the feelings 
of parents and their hospitalized chil- 
dren. Some of us have had children 
of our own in hospitals and know 
what it means. In spite of the fact 
that new winds are blowing and con- 
ditions have much improved in the 
interrelationship of parents-children- 
hospital, much remains to be done. 
It is hardly possible to avoid mental 
harm in the ease of hypersensitive 
children. It is nonetheless seldom that 
any particularly serious disturbances 
‘an be noted from hospitalization. 
This proves that we are on the right 
track. It is up to us, however, to 
continue and to improve more and 
more the attitude of doetors and hos- 
pital staffs to this problem. 
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Pediatric Profiles 


Bohn Howland 


(1873-1926) 


olutionized the teaching of medieal 
students by creating the first success- 
ful full-time university clinical depart- 
ment in any field in this country. The 
suceess of full-time in pediatrics under 
Howland established alone and by it- 
self the full-time movement in Ameri- 
ean medical edueation. It was the 
reputation of Howland’s department 
which made many educators realize 
that the full-time idea was sound. He 
was eminently qualified for the task; an 
able administrator, clinician, teacher, 
investigator, as well as a leader. He 
modernized pediatries, and established 
a ¢linie, the Harriet Lane Home, which 
was a model from the points of view 
of administration, medical care, teach- 
ing, research, and spirit for those 
which sprang up in other medical 
schools. It was known all over the 
world, and in this country and abroad 
was extensively copied. Practically all 
of his assistants became heads of pedi- 


pe HOWLAND, like Osler, rev- 


From the Department of Pediatrics, Duke 
University School of Medicine and Duke Hos- 
pital, Durham, 

Acknow ledgmente: The material for this 
profile was gleaned from: Park, E. A.: John 
Howland Award Address, Pediatrics 10: 82, 
1952: Davison, W. C.: John Howland, M.D., 
Obituary, Am. J. Dis. Child. 32: 117, 1926; 
idem: John Howland, The Seventy-Fifth An- 
niversary of His Birth, J. Hist. of M. & Allied 
Se. 5: 197, 1950; Memorial Meeting for Dr. 
John How land : Bull. Johns Hopkins Hosp. 41: 

$11, 1927; and personal communications, for 
whie h great thanks are due, from: R. W. 
Baer, J. C. S. Batley, J. B. Bilderback, H. E. 
lair, F. H. Boone, C. R. Bugg, K. id, J. 
Gamble, M. L. Handy, W. "M. 
Harris, H. L. Higgins, J. C. 
Hinsey, L. LB. Hohman, L. E. Holt, Jr., A. W. 
Jacobsen, H. W. Josephs, W. H. Kiser, B. 
Kramer, R. McIntosh, J. C. Montgomery, W. 

Orr, E. A. Park, G. F. Powers, S. F. 
Ravenel, T. M. Rivers, S. G. Ross, B. H. 
Rutledge, A. Sato, A. J. Schaffer, W. x Scott, 
J. T. Spence, W. B. Stewart, H. G. Taylor, 
i. S. Veeder, A. A. Weech, W. Weston, Jr., 
L.. Wilkins. 


Farrar, J. L. 
Happ, C. F. 


473 


atric departments in medical schools in 
the United States, England, Hungary, 


and Japan. No one in pediatrics was 
more respected than John Howland. 
Professor Stolte, in writing about his 
prewar tour of American medicine in 
the “Jahrbuch fiir Kinderheil- 
kunde,”’ stated that ‘‘An der Spitze 
der wissenschaftlichen Piidiatrie steht 
Dr. Howland.’’ 

In faet, Howland was such a para- 
gon of the virtues of scientific medicine 
that sometimes to those who did not 
work with him he did not seem human. 
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He was right too frequently, and as in 
Lowell’s Table for Critics, ‘‘One longs 
for a weed here and there for variety,’’ 
or, as in the Idylls of the King, ‘*‘He 
is all fault who has no fault at all.”’ 
However, in spite of or because of these 
virtues, as will be described later, he 
had human foibles like the rest of us, 
and we, his disciples, enjoyed demon- 
strating them. He was most extraor- 
dinarily able, lovable, and irritating. 
As one of his students expressed it, 
‘* Howland was a combination of Win- 
ston Churchill, Eseulapius, and the 
(‘zar of Russia. I don’t expect to live 
to hear a man who was even in his class 
at giving a elinie.’’ 

John Howland never had a moment 
in his life when he did not know sue- 
cess. At Exeter in football, at Yale 
in tennis (intercollegiate champion), 
rowing, Editor of the Yale News, being 
tapped for Skull and Bones, and in 
pediatries he had no peer. His drive 
to excel in whatever he tried best ex- 
plains his career, and also it is no 
wonder that some were jealous of his 
ability. 

When Thomas M. Rivers asked him 
why he quit playing tennis, he replied 
that he had to be one thing or the 
other—a tennis player or a doector— 
and that he finally decided to be a 
doctor. He also said that he enjoyed 
tennis so much that he had to give it 
up completely in order to stay away 
from it. Thirty years after he had 
retired from tennis, he stopped one day 
at the Hopkins Hospital tennis court 
in street clothes, borrowed a racket and 
standing in one spot behind the back- 
line he returned every shot—so plac- 
ing it that he had his opponent running 
from side to side of his court. Some- 
how the balls all returned to Howland 
where he stood. This seemed an ex- 
ample of his serene mastery. 
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He was a wonderful example of the 
best in New England inheritance, hav- 
ing a strong consciousness of duty, 
powerful urges toward constant im- 
provement, and complete intellectual 
and moral integrity. He was born in 
New York on February 3, 1873, but 
spent his summers in the Howland 
family home in Walpole, New Hamp- 
shire. After being graduated from 
Exeter and Yale, he entered New York 
University because the course was only 
three years, receiving a M.D. in 1897. 
However, he was not satisfied and 
entered Cornell and received another 
M.D. in 1899. 

During the Spanish-American War, 
Howland was an Army Surgeon on the 
hospital ships which brought to New 
York the troops suffering from typhoid 
fever acquired in Cuba. It is possible 
that his first paper, ‘*Glomerulo- 
Nephritis bei Typhus abdominalis’’ 
(Virchow’s Arch. 163: 360, 1901), 
written during his sojourn in Germany 
was stimulated by this experience of 
the Spanish-American War. 

From 1899 to 1901, he completed a 
two-year internship at the Presbyterian’ 
Hospital, a year as resident at the New 
York Foundling Hospital, a year in 
Berlin and Vienna, and the remainder 
of the time he was closely associated 
with Dr. L. Emmett Holt, Sr., in 
private practice and at the Babies 
Hospital in New York. 

By 1910 no other young man in 
pediatrics in this country had shown 
such progressiveness and promise, and 
he was invited to become Professor of 
Pediatries at the reorganized full-time 
Medical School of Washington Univer- 
sity, St. Louis. He stayed only six 
months, and resigned in 1911 when he 
was invited to succeed von Pirquet as 
Professor of Pediatrics at The Hop- 
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kins. His experience in St. Louis was 
unhappy for himself and for those 
who were associated with him. He 
did not like the city and felt that the 
medical profession there did not ap- 
preciate him. As one of his early as- 
sociates put it, ‘‘Howland wanted life 
served up to him on a silver platter.’’ 
In point of fact he had been born 
‘*with a silver spoon in his mouth’’ be- 
cause his father, Judge Henry E. How- 
land, was wealthy. At any rate, he and 
his associates worked happily together 
at The Hopkins from 1911 to his death 
in 1926. 


A great asset which he possessed, 
and its importance cannot be over- 
emphasized, particularly as a depart- 
ment head, was in perceiving the im- 
portance of chemistry for the investiga- 
tion of disease in children. Our only 
complaint was that he would not pro- 
vide us with technicians. He insisted 
that the investigator must gain thor- 
ough experience and resourcefulness 
in the use of the required methodology 
in order to have full faith in his re- 
sults. Howland always felt that it was 
important that he maintain real con- 
tact with the laboratory in any prob- 
lem in which he was interested, even if 
it was only to wash the beakers and 
the pipettes. He had another objection 
to the employment of technicians: He 
once said that departmental money was 
more wisely spent on staff members 
than on technical assistants since only 
in the former lay the possibility of 
creative work. 


He was the life and inspiration of 
his elinie: arriving at nine in the 
morning and leaving after six at night 
to go home and study’ and write—a 
constant example of the fact that sue- 
cess is founded on hard work. His 
great drive was motivated and powered 
by his faith in the investigative ap- 
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proach, both clinical and experimental. 
All visitors to the Harriet Lane Home 
were greatly impressed by its beehive- 
like activity, which included everyone 
from professor to intern. He believed 
in punctuality and was sareastie about 
anyone being late. For example, when 
Charles F. Harris first arrived from 
England, he reported to the Harriet 
Lane Home shortly before nine in the 
morning. Howland came promptly at 
nine, and greeted Harris with: ‘‘It is 
no use your coming here this early. 
You will only find Ammon (the eleva- 
tor attendant) and me about at this 
time; these other fellows do not get 
down till nearly ten.’’ This was slan- 
derous, at any rate for James Gamble 
and me, as one of us usually had to 
drive Howland to the Harriet Lane 
every morning. 

As a teacher, Howland was superb,* 
both for undergraduate and postgrad- 
uate students of pediatrics (interns, 
residents, and assistants). He was 
generally regarded by the students as 
the best teacher at The Hopkins. One 
of the things that impressed Charles F. 
Harris most was Howland’s statement, 
which amounted to a command, that 
‘‘he was not going to have anybody 
about the Harriet Lane who did not 
work half-time at clinical medicine; 
that he could do as much laboratory 
work as he liked so long as he spent half 
the day on the wards and in the out- 
patient department,’’ which is about 
as good an arrangement as anyone 
ever devised, and certainly very good 


*When I entered the senior class at The 
Hopkins in 1916 after one year at Oxford, 
another year of war duty in France, Serbia 
(Yugoslavia), Italy, Germany, Canadian Army 
and British Army, a third year as an intern 
at the Radcliffe Infirmary with Osler, com- 
bined with typhoid-paratyphoid research with 
Gardner, Dreyer, and Sherrington, I found 
The Hopkins to be a very dull place, except 
for the presence of Atala Scudder, my fiancée, 
as a fellow student. However, Howland’s 
pediatric clinics soon reconciled me to the 
institution. After the second one, I decided 
to become a pediatrician. 
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advice to give any young man at that 
stage. 

To offset this sound teaching, Mar- 
riott related that he said, ‘‘ John, do 
you know what you are doing? You 
are giving clinies on subjects that are 
rare and unusual beeause you are in- 
terested in them and nothing about the 
common diseases and ailments of child- 
hood.’’ Howland took it as a blow 
below the belt and said, ‘‘You are 
wrong.’’ Marriott replied, ‘‘Give the 
students an examination and see what 
they know of practical pediatries.’’ 
Much to Howland’s amazement they 
made a very poor showing. 

Howland’s written contributions to 
the study of the diseases of children 
began in 1901, and during the follow- 
ing twenty-five vears numbered over 
sixty articles. His studies at acidosis, 
rickets, and tetany have been of the 
greatest importance establishing 
means for their prevention and cure. 
I greatly prize a bound volume of his 
reprints, which I collected after his 
death. 

Howland collaborated with Dr. Holt 
in the seventh and eighth editions of 
The Diseases of Infancy and Child- 
hood. lis methods of revision of 
Holt’s book were astonishing. When a 
subject came up which was not clear, 
he would deal with it with an ambigu- 
ous sentence. Just before he sailed to 
Europe in 1926, he started the revision 
of the ninth edition whieh I completed 
after his untimely and greatly mourned 
death on June 20, 1926, at the age of 
fifty-three.* 


*While at Yale, Howland had had typhoid 
fever and jaundice. The latter recurred in 
1919, so he gave up smoking, and learned the 
habit of chewing gum which he did all the 
time when not on the hospital wards. It is 
probable that the jaundice he had at Yale 
and again in 1919 was what we now know 
as infectious hepatitis and was _ responsible 
for the cirrhosis of the liver which caused 
his death. It could not be attributed to any 
other factor as he was a teetotaler, and ate 
an adequate diet. 
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As previously mentioned, Howland, 
in addition to his clinical and scientific 
attainments and hard work, had some 
very human facets. He had pride, 
especially in his clinical acumen, he 
was frugal, he loved arguments, he had 
strong likes and dislikes, but a very 
weak sense of humor. 

As a elinician, Howland had few 
equals and he was very proud of it. 
His diagnoses usually were either cor- 
rect or as close as possible to the truth. 
He was never afraid to say that he did 
not know, though he disliked doing so. 
His greatest joy was in the rare in- 
stanees in which he felt impelled to 
take chances in order to show brilliance 
or superiority. For example, on ward 
rounds one day there was a child who 
Ashley Weech, William Weston, Jr., 
and I were convinced had pellagra. 
He took one look at the child and 
turned to Weston and said, ‘‘You 
ought to know what this child has even 
if the other two don’t. Your father 
wrote a paper on it.’’ The child had 
aerodynia, which neither he nor we 
had seen, but which he recognized 
from the deseription. I also was 
humbled again on this same patient 
when a few days later, taking Dr. J. 
B. Bilderback through the Harriet 
Lane, I very knowingly demonstrated 
this patient to Dr. Bilderback who 
listened in rapt admiration for fifteen 
minutes and then quietly said, ‘‘I sent 
the case reports of acrodynia to Dr. 
Weston in the first place.’ You can’t 
win. 

Another example of Howland’s elin- 
ical acumen oceurred while making 
ward rounds, during which he _ re- 
peatedly avoided one bed. Finally, the 
staff decided that they would insist 
upon a diagnosis. Howland listened 
to their pleading and after some reflec- 
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tion said, ‘‘Give me an ophthalmo- 
scope.’’ He looked at the child’s eye- 
grounds and said, ‘‘Lead poisoning.’’ 
He was right. 

One day he put his stethoscope on a 
child’s back. He never did a complete 
examination and seemed to know where 
to put the stethoscope. He listened— 
frowned. ‘‘Pneumonia,’’ he said and 
moved on to the next bed. He had 
caught the resident off base—no com- 
ment, only the frown. Here was the 
‘*big stick.’’ The resident ‘‘lost face,’’ 
went into mourning or something, and 
we became more vigilant. 

During the summer of 1918, How- 
land was spending most of his time in 
Washington but came back to the Har- 
riet Lane about onee a week to see 
that things were going well and to be 
available for consultation on interest- 
ing eases. During this period a child 
had been admitted with a very unusual 
eardiae murmur which was puzzling to 
all of us. Blackfan said that when 
Howland came he would have him see 
this patient. The day finally arrived 
and Blackfan, Ethel C. Dunham, Hor- 
ace G. Stewart, H. Edwin Blair, and 
John C. Montgomery were present. 
Howland pulled out his stethoscope, 
listened intently, closed his eyes and 
protruded his lower jaw. Finally he 
straightened up, folded his stethoscope 
and put it in his coat pocket and as he 
walked out of the room remarked, ‘‘It 
couldn’t be anything else, could it?’’ 

There were some diseases for which 
Howland would not take the respon- 
sibility. Thus from the time that 
Harold L. Higgins came to Baltimore 
he had practically complete control of 
the treatment of the diabetics. How- 
land said he did not know much of 
anything about the disease and did not 
want to learn the details of the diet- 
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ing; he even got Higgins to rewrite the 
section on diabetes in Holt and How- 
land—and incidentally on pellagra— 
relying on Blackfan and Powers to 
help him through the diffieuit clinical 
problems. 

Perhaps one of the reasons that 
Howland was such a rarely unerring 
clinician was that he usually was ex- 
ceedingly cautious about committing 
himself. He had something of the 
feeling that the professor should not 
be caught in error or without an en- 
eyelopedic knowledge of the condition 
in hand. In one senior clinic, for 
example, Ridgely Baer was presenting 
a patient who had miliary calcified 
areas throughout both lung fields and 
was thought by Howland to represent 
one of the exceedingly rare instances 
of healed miliary tuberculosis. Baer 
was shown the x-ray by Howland and 
asked to make a diagnosis. ‘‘ Why, Dr. 
Howland,’’ said he with all the assur- 
ance in the world, ‘‘it’s obviously a 
ease of bronchiolitis obliterans.’’ Paer 
had never seen that condition, nor had 
Howland, but this time Howland was 
outbluffed. He quickly shut off the 
discussion and went on to the next pa- 
tient. 

Baer scored on Howland again. The 
latter was telling a tall story about a 
man whose gout was so severe that he 
could pick tophi out of his fingers to 
use as chalk. Baer said, ‘‘Dr. How- 
land, you surely pick up the marbles.’’ 
The ward round continued, but in 
silence. 

All of us were impressed with the 
showmanship he exhibited in his Satur- 
day noon lectures; for example, his 
annual dwarf demonstration. Marian 
Bond would gather for him from all 
over the city a dozen or more of various 
types, atelioties, rachities, chondrodys- 
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trophiaes, eretins, celiacs and renals, 
inter alia. The day that one of these 
exhibitions backfired was the morning 
after a Pithotomy show at which a 
number of the students had imbibed 
too freely. One senior (name deleted 
by request), coming in late by the 
back entrance to the upper deck of the 
amphitheater, looked down and saw an 
ateliotie doing a pas seul, swinging a 
jauntily, while 
himself by singing ‘‘Dixie’’ in a high 
falsetto. 


cane accompanying 
Sitting and standing around 
the 

senior 


were other 

The took 
one horrified look, clapped his forehead, 
and exclaimed in a too audible sotto 
voice, ‘‘ Jeez, I got ’em again!”’ 


him in a_ semicircle 


vrotesque midgets. 


One of Howland’s special delights 
was to open retropharyngeal abscesses 
in his elinies with his forefinger, the 
nail of which was pruned to a point, 
and children with this condition were 
always saved for his elinies if possible. 
Indeed, exeept in extreme cireum- 
stances, no member of his staff ever 
opened a retropharyngeal abscess on 
the wards beeause of the satisfaction 
Howland got out of doing it himself. 
Howland also enjoyed intubating and 
extubating and children requiring this 
were held over for his elinies, whenever 
Another favorite topic 
for Howland’s noon elinie was the dif- 
ferential diagnosis of appendicitis and 
pneumonia. The following week would 
usually prove that he had been right. 


it was safe. 


He did not like to be caught wrong. 
We all trooped to the autopsy room 
behind him when one of our victims 
suceumbed. Several times, when he 
had obviously missed the boat, he 
turned to us and quoted some famous 
Gierman pediatrician—maybe Czerny— 
who used to say on such oceasions, 
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‘*Gott sei dank, ich hab’ einen Fehler 
gemacht.’’ We always suspected this 
was Howland talking, not Czerny. 

MeKim Marriott admitted that he 
had made a bargain with Howland that 
if Howland would teach him pediatries, 
in return he would teach Howland 
chemistry. The agreement ran on, and 
at the end of several months Marriott 
told him that he was getting the small 
end of the bargain as he was getting 
no ¢linical information, but he was 
giving Howland a great deal of chem- 
istry. 

Fundamentally, Howland was a 
clinician and too much chemical titra- 
tion seemed to bore him. He liked to 
be called from his lab to see the in- 
teresting patients in the outpatient de- 
partment, where we would crowd 
around to eatch the pearls of differen- 
tial diagnosis which dropped so freely 
from his lips. Horton Casparis and 
Frank H. Boone loved to bait him with 
tough problems in the OPD, and their 
glee was unbounded when they sue- 
ceeded, as they did occasionally, in 
luring him into error. 

In addition to his pride in his clin- 
ieal ability, he had an exaggerated 
pride in his New England ancestry. 
He was furious with us when we very 
‘‘innocently’’ asked him about the 
truth of the New York Times’ article 
on the landing of the Pilgrims in which 
the original John Howland, who fell 
overboard from the Mayflower but was 
rescued, was described as the inden- 
tured servant of Governor Bradford. 
‘*Certainly not,’’ Howland vigorously 
replied, ‘‘he was an adopted son.’’ 

Howland also loved Gilbert and 
Sullivan, so we kept the phonograph 
on the isolation ward stocked with 
records of Pinafore and Jolanthe. The 
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former, particularly, would smooth 
down any grievances which Howland 
had aequired during ward rounds. 

He was not without a bit of well- 
deserved vanity, to put it mildly, and 
was greatly pleased when he was of- 
fered the Professorship of Pediatrics 
at Harvard. He also took great delight 
in declining it, either because he was a 
Yale man or beeause the position was 
not full time and he would have to 
eater to private patients whose de- 
mands he always disliked, though he 
could be very gracious if the private 
patient really was ill. He appeared to 
be bored with private patients in that 
he did not ‘‘eultivate’’ them. For 
example, when a private patient was 
‘‘worked up’”’ for him, he seemed relue- 
tant to see the patient, but he saw that 
they all got good service, and when 
there was need or tragedy he could 
really ‘‘give himself’’ to the patient 
and his family. Onee a young couple 
made a harrowing dash to Baltimore 
with their son who was ‘‘asleep’’ with 
encephalitis. The next morning Miss 
Sykes, the diminutive Head Nurse, 
came rocketing into Howland’s office 
like a golf ball. The mother of this 
boy wanted breakfast in her room. 
This was unheard of and Miss Sykes 
was belligerent. Howland calmly asked 
what she wanted for breakfast. Miss 
Sykes told him: ‘‘Coffee, eggs, toast 
—and marmalade!’’ Howland quietly 
said, ‘‘Let’s see if we can’t find those 
things for her.’’ That mother got a 
good breakfast. 

Howland did not admire the Har- 
vard pediatric department at that time. 
When asked for his opinion of Dr. 
Morse’s Harvard high ‘and low fat 
percentage mixtures, he replied that 
they always reminded him of the 
feathers in the ancient Weber and 
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Fields skit in which Weber asked 
Fields what animal had fur, walked 
baek fences at night, and had feathers. 
When Fields gave up, Weber said it 
was a cat. ‘‘But why the feathers?’’ 
asked Fields. ‘‘Just to make it 
harder,’’ answered Weber. 

Howland was really vain about his 
physical appearance and physical abil- 
ities. In giving his clinics, he used to 
hold his hands up, and we always 
thought he was admiring them, which 
he had a right to do because they were 
beautiful and capable hands. It is also 
said that he glowed with pride when a 
student in Feer’s Clinie in Zurich, 
where he was visiting, asked him, 
**Sind Sie der beriihmte Herr Profes- 
sor Howland ?’’ 

Only twice did I see Howland hum- 
ble. The first time was in 1922, when 
my family and I were returning from 
Europe by way of Boston and I found 
him in the South Station unable to buy 
a ticket because his wallet had been 
stolen. He was more grateful for the 
loan of ten dollars than anyone I have 
ever seen. The second episode was 
in 1926, during the ten days and nights 
of violent hiccups, which, we did not 
know until after his death five months 
later, were due to the pressure of a 
cirrhotic liver on his phrenic nerve. 

When his ego was involved, he was 
quite selfish; for example, neglecting 
to introduce distinguished visitors to 
all of his associates, and accepting 
praise for work in which he had been 
associated but had not originated. 
When a famous German pediatrician 
visited the Harriet Lane Home during 
ward rounds, Howland paused mo- 
mentarily, but only introduced his 
chief aids and the resident. The Ger- 
man professor, noting the vast horde 
of assistant residents and _ interns 
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standing around, said, ‘‘And who are 
all these young gentlemen?’’ Said 
Howland with an impatient wave of 
his hand, ‘‘Oh! just house officers, 
house officers,’’ and swept on into the 
ward rounds. He apparently regarded 
a house officer as a worm much more 
lowly than that which caused blemishes 
on his favorite putting green. 

Howland made his house staff ap- 
pointments strictly on their class 
standing, except for Hugh Josephs, 
David Smith, and me. Josephs and 
Smith had done some research as stu- 
dents, and he gave me my appoint- 
ment because I had known his sister, 
Miss Frances Howland, who had been 
one of the Aides Voluntaires at the 
American Ambulance Hospital at 
Neuilly, France, while I was there in 
October and November of 1914. 

He was a stern disciplinarian and 
was famous for never expressing 
praise. He was very critical, not only 
of his own staff, but of everyone else. 
He had strong likes and dislikes and 
could be friendly or aloof, usually the 
latter. He rarely invited the students 
or house staff to his home. All of his 
associates greatly respected him, but 
there was always a certain formality 
when talking with him. In his ab- 
sence, we referred to him as ‘‘John,’’ 
but always as ‘‘Dr. Howland”’ in his 
presence. Even now, at the age of 
sixty-two, I feel embarrassed in omit- 
ting ‘‘Dr.’’ in front of his name while 
writing this profile. 

Howland was a benign dictator. 
Onee when he had arranged for a child 
to be admitted, the front office refused 
and said ‘‘not eligible.’’ He said with 
some irritation, ‘‘Tell them 7 want him 
admitted.’’ He was. The nearest he 
ever came to praising one of the house 
staff was when he said that in spite of 
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his personal difficulties with a certain 
resident, either diseases had changed 
or else that resident was giving babies 
better care than usual, because the 
mortality certainly was falling. 

Getting leave for Christmas dinner 
or time to go to the movies was ex- 
tremely difficult, a marked contrast to 
the ‘‘every other night off’’ of our 
present-day interns. Harold Stewart 
started his internship on July 1, 1918, 
arriving with a straw hat, and as he 
did not go out of the hospital until the 
following June, he never needed a 
winter hat. 

The pediatric department remained 
small for the reason that Howland 
could not delegate any responsibility 
or, to put it another way, he could not 
share authority with anyone. The re- 
sult was that other members of his de- 
partment never had the chance to de- 
velop their ideas. His department was 
pyramidal, with him at the top; there 
were no independent peaks. He kept 
everyone and everything completely 
under his immediate control. He was 
thus able to spend every afternoon in 
the laboratory. He would not allow us 
to split the outpatient clinie into spe- 
cialties and gave no responsibility to 
any of us, except to Kenneth Blackfan 
during the summers while he was on 
Cape Cod. He felt his responsibilities 
toward his patients perhaps more 
keenly than any other physician. 

Howland did not want his resident 
staff to have any duty except the con- 
stant eare of the children and always 
demanded that at all times they be at 
his beck and call. Thomas M. Rivers’ 
memory made the life of the residents 
who followed him very rugged, be- 
cause Rivers could recite the tempera- 
ture, pulse, and weight of every pa- 
tient whenever Howland called him. 
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Howland never could understand why 
the rest oi us could not do likewise. I 
even thought Rivers was bluffing, but 
whenever I checked him he had quoted 
the correct data. Howland regarded 
Rivers as the ablest resident he ever 
had though he was a bit in awe of him. 
Rivers once told Howland that if he 
did not discharge the head nurse he 
would resign and take all of his house 
staff with him. Howland remarked 
later to Park, ‘‘Rivers would do it, 
too.’’ 

Howland hated personal battles and 
was rather supine in doing his part 
in them. He turned them over to the 
rest of us. He avoided disagreeable 
tasks whenever possible. For example, 
it was his custom to go on the wards 
about four o’clock in the afternoon on 
the day before his elinies in order to 
select patients. If he could not find 
an interesting one, he often said, to the 
great amusement of the junior staff, 
‘‘Get Park to teach.’’ After Park 
left, I was the victim. The worst in- 
stance of passing the buck was when 
the Boston surgeons invited him to a 
meeting of the New England Pediatrie 
Society to defend his medical treat- 
ment of pylorie stenosis. He bravely 
aecepted and then at the last moment 
sent me in his place to fight the losing 
battle, for he realized in going over the 
records that the surgical treatment was 
better. I reaped the abuse intended 
for him as the Boston surgeons demon- 
strated that although medical therapy 
was adequate for mild pylorospasm, 
surgery was necessary for true hyper- 
trophie pyloric stenosis. 

Howland also never approved of 
women doctors, except Margaret 
Handy and Katie Dodd, and he always 
had difficulty with nurses. In addi- 
tion to not liking nurses and secre- 
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taries, he was a bit afraid of them. He 
never would discharge any of them, 
but would usually leave that job to 
Park or me, and he would stay away 
until the job was done. His fear of 
women apparently dated from his serv- 
ice at the Babies Hospital in New York 
where the women physicians and 
nurses made life miserable for him by 
referring to him as the ‘‘convict’’ be- 
cause he kept his hair cut short. 
Though Howland was highly re- 
garded as a teacher by the students, 
he was dreaded for his sareasm. He 
liked to ‘‘ride’’ the students and house 
staff. I doubt whether one student, 
now a professor of medicine, will ever 
again fail to undress a patient com- 
pletely, including diapers, after How- 
land’s caustic comments when the 
physical examination presented in his 
clinie failed to note that the patient 
had a four-ineh tail. Another student 
will be more careful in oral examina- 
tions after he missed a perforated pal- 
ate and Howland quoted Mercutio’s 
speech from Romeo and Juliet, ‘‘ ’tis 
not so deep as a well, nor so wide as a 
chureh-door; but ’tis enough, ’twill 
serve.’’ Another example of his sar- 
easm was his reply to the intern who 
reported that an infant had loose bow- 
els. ‘‘Oh,’’ said Howland, ‘‘ perhaps 
he has a long mesentery.’”’ 
Occasionally the tables were turned, 
as, for example, at one of his question- 
and-answer clinies when he returned 
from a meeting too late to examine the 
patient. The problem was one of in- 
termittent fever with splenomegaly. 
Howland and the two students went 
into a long differential diagnosis. Dur- 
ing this procedure Hugh Josephs 
walked in and tried again and again 
to attract the chief’s attention with no 
luck. Howland finally coneluded that 
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the patient had splenomegaly due to 
malaria. After the students sat down, 
Josephs came over and very modestly 
informed the chief that he had just 
gotten the child’s blood shortly before 
the clinie and found marked sickling 
of the red cells. 

Howland was a skeptic and usually 
was not inclined to accept an idea un- 
less it was his own or he thought it was. 
The members of his staff became very 
clever at dropping hints for something 
they wanted done until Howland con- 
ceived it to be his own idea and exe- 
euted it. Often on rounds Blackfan, 
when he knew as well as anyone what 
the diagnosis was, would recite the 
symptoms and physical signs in such 
a way that Howland would suddenly 
exclaim, ‘‘Why, Blackfan, this child 
has meningococcal meningitis.’’ Blaek- 
fan greatly enjoyed the success of his 
guile. 

When a suggestion was made to him 
he often seemed to reject it or to be 
uninterested; then perhaps a month or 
so later he would present it as his idea. 
However, he was extremely receptive 
to suggestions in the research field. In 
discussing purely chemical problems 
with voung chemists who were experts, 
for example, with William A. Perlz- 
weig, he was as humble as a student 
—a wonderful proof of a true secien- 
tist. He was greatly indebted to his 
chemical associates, W. MeKim Mar- 
riott, James L. Gamble, Harold L. Hig- 
gins, and Benjamin Kramer, 
contributions to pediatrics have never 
been adequately appreciated. 

After the first paper on the use of 
ultraviolet light in the treatment of 
rickets appeared, Howland decided to 
try it and see whether the chemical 
changes were similar to those obtained 
with ecod-liver oil. He did not know 
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that there is a latent period of three to 
five weeks during which little, if any- 
thing, happens. Howland on rounds 
would ask the resident, ‘‘ What is this 
child here for?’’ The resident would 
tell him, ‘‘This is one of the children 
that Dr. Kramer is studying.’’ How- 
land would then ask if anything was 
happening to the child. The answer 
was of course ‘‘No.’’ ‘‘Send it home,”’ 
was the invariable response. Then the 
resident or one of the interns would 
come rushing down to the laboratory 
and tell Kramer what the chief had 
just said, and Kramer would have to 
go back to plead for an extension of 
time. Finally the x-ray film showed a 
definite line test and the resident 
showed this to the chief on rounds. 
His manner changed. He became en- 
thusiastic and wanted all the beds filled 
with patients with active rickets and 
treated with ultraviolet. 

Howland loved to argue, and when- 
ever he could find anything on which 
his juniors felt deeply or cherished 
ideals, he would make provocative 
statements. As the Duchess sang to 
her child in Alice in Wonderland: 

‘*He only did it to annoy 
Because he knew it teases.’’ 

He soon found that I would rise and 
writhe whenever he would say that 
Osler’s reputation was due to his per- 
sonality, and not to what he had done. 
Unfortunately, Howland never had 
the opportunity of knowing Osler and 
of imbibing his spirit. Furthermore, 
as a pioneer in the full-time, white- 
coated, laboratory field, he had a little 
antipathy, jealousy and scorn, con- 
scious or unconscious, for the frock- 
coated bedside physicians of the pre- 
ceding generation. He would fre- 
quently and irritatingly say to me, 
‘*What did Osler do to merit his fame? 
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Dr. Holt was a greater man than 
Osler.’’ I knew that Howland had 
little use for anyone who would not 
stand up for his beliefs, so I marshalled 
the tangible evidence of Osler’s great- 
ness, and it was considerable, but he 
always claimed that he was uncon- 
vineed. 

Howland spent much of his time on 
ward rounds reliving the ‘‘War Be- 
tween the States,’’ and bragging about 
Northern superiority. I never knew 
the reason why he harped on the sub- 
ject so often. It may have been dis- 
like or ignorance of the South (he had 
never been further than Washington) 
or beeause his father had been a Cap- 
tain in a Yankee regiment, but most 
likely it was because he enjoyed irri- 
tating C. R. Bugg and W. J. Scott, 
pediatric residents from Virginia, al- 
most to the boiling point. At any rate, 
he never took a neutral position. 

However, Howland finally got his 
‘‘eomeupanee’’ when Dr. William 
Sidney Thayer invited him to aceom- 
pany Dr. and Mrs. John MeNee (now 
Sir John and Lady MeNee) on a trip 
to Gettysburg. Much to everybody’s 
consternation Howland took over, be- 
ing an authority on the battle, and 
gave entirely the Northern side. Fi- 
nally, Mrs. MeNee could not stand it 
any longer and made the plaintive re- 
mark, ‘‘Dr. Howland, didn’t the 
Southerners do anything? I am de- 
scended from Jefferson Davis.’’ How- 
land’s face was a picture and he said 
little the rest of the day. 

Another time Howland got bored 
with an argument and met his match 
was when he had the well-known 
Scotch pediatrician, Leonard Findlay, 
as his house guest. The two sat up 
arguing until two o’clock in the morn- 
ing, Findlay maintaining that the es- 
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sential defect in rickets lay in the eal- 
cium and Howland arguing that it was 
in phosphorus. He later told Park 
that he became so fatigued that he did 
not care what the defect in rickets was 
and his one thought was how to get 
Findlay to bed. So he said he stood 
up in front of Dr. Findlay and asked, 
‘*What can I do for you now?’’ The 
indomitable Seot replied, ‘‘Give me 
another cigar.’ 

The only other man who could out- 
talk him was the Filipino Health 
Officer of Manila who was visiting Dr. 
W. G. MacCallum. This man spoke 
very freely but it required a genius to 
understand what he was saying in 
English. He bubbled over with con- 
versation, and after making vain ef- 
forts to break in on the conversation, 
Howland apparently gave up in des- 
peration. When the Filipino visitor 
finally stopped, Howland turned to 
Kramer and said, ‘‘That fellow sure 
ean talk.’’ 

Howland made up for it later when 
Akiro Sato, one of his disciples who 
became Professor of Pediatries at 
Tohoku University in Sendai, Japan, 
invited Howland and Marriott to din- 
ner at the Hotel Belvedere. It was in 
1918 and, naturally, the conversation 
drifted to Weltpolitik, and Howland 
talked on the subject for two hours 
while Sato and Marriott could not get 
in a word edgewise. The waiter must 
have believed that Howland was a pro- 
fessor of diplomacy. 

In addition to Howland’s own pub- 
lications, there were many more papers 
by the members of his staff. He ex- 
erted no obvious pressure on his asso- 
ciates to force them to publish, but we 
knew that he was pleased when we 
turned up with a paper, even though 
he had the task of criticizing it and 
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it several times. 


rewrite 
However, it was not as bad as at some 
institutions where ‘‘a paper a day kept 


making us 


the chief away.’’ At any rate, I may 
have been more guilty of verbosity 
than some of my colleagues because 
he told me once that he had never seen 
anyone write more fluently and worse 
than I did. I wrote thirty-six papers 
and two books during my eight years 
with Dr. Howland, none of them any- 
thing to brag about, but he taught me 
how to condense a paper. His first 
criticism of any article submitted to 
him was ‘‘eut it in half.’’ Akiro Sato 
also commented on Howland’s prefer- 
ence for concise style and simpler 
words. He quoted Howland’s com- 
ment, ‘‘Marriott always uses ‘admin- 
ister’ instead of ‘give.’’’ As Abra- 
ham Lineoln’s wife said to the Presi- 
dent, he wanted us ‘‘to be lucible and 
to state the essence of the matter with 
the least possible verbiage.’’ Perhaps 
Howland’s well-known parsimony 
made him save words. After the first 
painful amputation was done, he often 
demanded a second abbreviation. As 
a result, most of us became adept in 
using as few words as possibie in de- 
seribing patients or experiments. At 
any rate, these lessons in brevity help 
me compile the Compleat Pediatrician. 
Howland had great antipathy to cer- 
tain words as, for example, newborns 
and kiddies, and insisted that we eall 
them newly born infants and children. 
I am sure that he would have shud- 
dered at ‘‘neonates.’’ He writhed 
whenever a patient’s mother asked him 
if he was a baby-doctor. 

As an administrator, and indeed in 
all aspects of his life, Howland showed 
a most amusing thrift, mixed with 
much generosity and large-mindedness. 
Lewis H. Weed, the Director of the 
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Medical School, told me after How- 
land’s death that each year he turned 
back a considerable unexpended 
budget—this although we were on 
skimpy salaries. He had many of the 
canny instinets of the Seots. For in- 
stance, instead of paying some of the 
staff salaries from the departmental 
budget, he would persuade the Rocke- 
feller Foundation to provide some of 
us with fellowships. 

He hated to waste time or money. 
A good example was his invariable 
eustom at lunch in Child’s restaurant 
during the spring meetings at Atlantic 
City. The menus in those days had 
the prices and calories in parallel col- 
umns; Howland would study the two 
sets of figures until he could find the 
article which gave the most calories 
for the least money. The result was 
always hot cakes, syrup, and sausage. 

He carried his ideas of economy to 
an extreme. He would not own an 
automobile. His rigid schedule of 
nine to six, six days per week from 
September 15 to June 15 was a chore 
both to James Gamble who had to ferry 
him to and from home, and then to me 
when Gamble went to Harvard, even 
though I had only a Model T Ford. 

When Gamble was invited to Boston 
by Osear M. Schloss, Howland re- 
marked, ‘‘Go up there and find out 
how much salary Schloss offers, and I 
will give you the same.’’ When Schloss 
offered me a similar position at Har- 
vard, Howland asked me on my return 
from the interview, ‘‘ Did Harvard pay 
your expenses?’’ When I replied, 
‘*No,’” he said, ‘‘See, that is the type 
of place it is.’ I am of Seotech an- 
cestry myself, so I remained at The 
Hopkins. 

One of Gamble’s anecdotes about 
Howland reminds me very much of a 
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similar incident involving my col- 
league, Angus MeBryde. Howland, 
William W. Palmer, Alphonse Dochez, 
and Gamble had gone (in Gamble’s 
ear, of course) to play golf at the 
swank National Course in South 
Hampton. Lunch at the clubhouse 
consisted of a large assortment of sea 
food which Palmer, Dochez, and Gam- 
ble assailed with great gusto, but How- 
land disapproved of so much food in 
the middle of a golfing day and be- 
sides the cost was $2.50, so he arranged 
with the affable head waiter to have 
just crackers and milk. Everyone was 
much amused, except Howland, when 
it turned out that the price of lunch 
was fixed at $2.50 irrespective of its 
components. 

In his dress and in his habits in gen- 
eral he was economical to the point of 
puritanical plainness. He wore the 
same felt hat for several years until 
it was finally lost. Mrs. Howland used 
to object to it but probably got as 
much pleasure from objecting as he 
from continuing to wear it. He told 
Charles Harris that this aged felt ap- 
pendage had been a constant worry to 
him because it cost him a dollar a time 
to get it cleaned until he found that 
he could buy a gallon of gasoline for 
twenty-two cents and pour it into his 
hat and let it drain through, thereby 
saving seventy-eight cents. 

Howland worked hard six days a 
week but he played golf in the low 
80’s on the seventh day, and expected 
his associates to do likewise. In spite 
of his slander about arriving later than 
he did, all of us worked hard, but only 
three, Gamble, S. Graham Ross, and 
Maitland Jones could play golf in the 
80’s. Howland was one of the most 
ardent golfers ever known. He played 
not by the round but by the day. If 
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after eighteen holes in the morning 
and again in the afternoon, there was 
daylight left, he would play some more. 
Gamble’s only rigidly preseribed as- 
signment in the department was to 
play with him on Sunday mornings 
as a tuning-up exercise for the after- 
noon foursome which was the event of 
the week. Gamble did not feel good 
enough to participate in this foursome. 

When Dr. Ashton, a great physicist 
as well as an excellent golfer, visited 
The Hopkins, his host had diffieulty in 
finding a suitable golf partner. How- 
land was called upon and gladly com- 
plied. Apparently, the visitor was no 
mateh for our chief and so the next 
morning Howland walked proudly into 
the laboratory and announced that 
while Dr. Ashton could no doubt ex- 
cel him in knocking the atom around, 
when it came to knocking around golf 
balls he was not in his class. 

In addition to whetting my interest 
in pediatrics, teaching me to use one 
word when three might be used, I am 
indebted to him for preparing me for 
my job at Duke, a service which was 
quite unintentional on his part. When 
J. Whitridge Williams resigned as 
Dean of The Hopkins, Howland and 
MacCallum wanted Weed to be Dean. 
Weed, being a very wise individual, 
said he would not aecept unless How- 
land and MacCallum would furnish 
him with an Assistant Dean, a new 
post at The Hopkins, to do the leg 
work. Howland turned on all his guile, 
and it was plenty when he wanted to, 
and worked on me during our Model 
T trips to and from his home. I did 
not want the job because (a) I was in- 
terested in clinical as well as labora- 
tory pediatrics, (b) I had some enzyme 
studies which seemed promising, and 
(ec) I did not know Weed very well, 
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and I have found that relatively few 
people did. However, Howland 
**twisted my arm’”’ and flattered me by 
saying that ‘‘with two strings to my 
bow,’’ someone might turn up who 
wanted a man with administrative as 
well as pediatric experience. I capit- 
ulated for a one-year trial and have 
had fun ever since, because I enjoyed 
working for Weed at The Hopkins and 
later at the National Research Coun- 
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eil during World War II, not to 
mention the happiness I had had in my 
Deanship and the J. B. Duke Profes- 
sorship of Pediatries. 

Regardless of the levity and lése- 
majesté of some of the foregoing anec- 
dotes, John Howland was the father 
of modern pediatrics and there was, 
and so far is, no one greater. 


W. C. Davison 
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Comments on Current Literature 


ZOONOSES 


T a convocation of the Australa- 

sian Science Congress held re- 
cently, an entire session was devoted 
to the human and veterinary aspects 
of the zoonoses in Australia. With 
these discussions as a basis, supple- 
mented by other information, notably 
from the WHO (World Health Or- 
ganization) reports, A. R. Southwood, 
M.D., Director-General of Public 
Health for South Australia, presented 
an interesting review of the “Zoonoses 
in Australia” at a meeting of the 
American Public Health Association 
(Buffalo, New York, Oct. 12, 1954). 
This review was published in the 
November, 1954, issue of the American 
Journal of Public Health. 

Since the destinies of man and 
animals are associated closely, it is not 
surprising that about one hundred 
diseases are “transmitted naturally 
between vertebrate animals and man.” 
The term, zoonosis, originally applied 
by Virchow to diseases of animals 
transmitting their contagion to man 
secondarily, has been altered by Karl 
Meyer to anthropozoonosis, to include 
also the spread of disease from man to 
animals. In his review of Australian 
zoonoses, Southwood discusses hydatid 
disease, Q fever, brucellosis, lepto- 
spirosis, psittacosis and ornithosis, and 
arthropod-borne encephalitis, all of 
which exemplify zoonoses studied ex- 
tensively in Australia. 

Hydatid disease, or echinococcosis, 
has been the object of considerable 
pioneer work in Australia where the 
sheep-raising industry provides condi- 
tions under which perpetuation of this 
infestation is possible, particularly in 
the wet coastal areas. ‘In reviewing 
the life evcle of the hydatid parasite, 
Southwood recalls that the adult form 
of Echinococcus granulosus develops 
to maturity in the intestines of the dog, 


and that the larval eyst stage is found 
in sheep or in man. Under typical 
circumstances, mature eggs passed in 
dog feces are ingested by sheep. With- 
in twelve hours following ingestion, 
the hexacanth embryos are to be 
found in the liver lobules of the sheep, 
and within three weeks’ time, hydatid 
liver follicles are visible to the un- 
aided eye. When dogs consume in- 
fested sheep liver, the maturation of 
the hydatid tapeworm is complete 
within seven to eight weeks, and ova 
appear in the feces. These ova may 
in turn be ingested by sheep, or by 
man in food or drinking water, or by 
accidental ingestion from hands or 
utensils. That the disease can be 
eliminated by effective public health 
measures was demonstrated in Iceland 
which once had “what was probably 
the world’s highest incidence of 
hydatidosis, yet the disease has now 
been reduced there to one of very 
minor importanee.”* An important 
factor in publie health control of this 
disease is the education of key per- 
sonnel who, through ignorance or care- 
lessness, allow the life eyele of the 
parasite to be completed. 

Q fever, first described and identi- 
fied in Australia, is a rickettsial dis- 
ease (Rickettsia burneti or Coziella 
burnett), characterized by an influenza- 
like elinieal course. The rickettsiae 
have been found under natural condi- 
tions in at least seventeen species of 
tick, and transovarial passage of the 
agent indicates that the tick may be a 
perpetual source of infection. The 
wide host range of the rickettsiae, 
“from dormouse to dromedary” fits in 
well with the world-wide distribution 
of Q fever. C. burneti has been iso- 
lated from cattle, sheep, goats, bandi- 
coots (India, Ceylon, Australia), and 
pigeons. Cattle, sheep, and goats pro- 
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main sources of human 
While infection in man oe- 
eurs more commonly inhala- 
tion than via cutaneous route, en- 
trance by way of small cutaneous 
abrasions is possible. Outbreaks have 
occurred in the United States among 
abattoir workers, both meat-handlers 
and those handling dusty hides. The 
rickettsiae have been recovered from 
mammary gland tissue, and from the 
milk of naturally infected animals, 
and unpasteurized milk is a potential 
source of infection for man. Infection 
of laboratory personnel engaged in 
culturing the organism has been rela- 
tively common. One laboratory worker 
acquired the disease whose only con- 
tact with the diagnostic laboratory 
was a common laundry collection. 
Case-to-case transmission is possible by 
the vehicle of infected sputum. 

Brucellosis is known to involve 
eattle, sheep, goats, and swine. In 
Australia all three types, Brucella 
melitensis, B. abortus, and B. suis, 
have been reported in animals and in 
the human population. Control of the 
disease is accomplished by vaccination 
of young animals, elimination of in- 
fected animals, and by the pasteuriza- 
tion of all dairy products. 

The clinical manifestations of lepto- 
spirosis vary from a severe, fulminat- 
ing, rapidly fatal illness to a mild 
infection which ean be proved only by 
means of special laboratory _ tests. 
Various types of leptospira have been 
identified, and are found notably in 
rats, Rattus norvegicus or Rattus 
rattus, which are the generally recog- 
nized reservoir hosts. However, other 
animals have been implicated, such as 
various native rats, bandicoots, swine, 
eattle and calves, dogs, ete. Spread 
to man may oecur directly from animal 
to human subject, but more often ean 
be traced to contact with urine from 
infected animals. The portal of entry 
in man is usually through abraded 
skin or mucous membrane. Mild or 
inapparent infection with these agents 


vide the 
infection. 
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is now considered to be quite common, 
and may pass completely unrecognized 
clinically. 

The vast reservoir of ornithosis and 
psittacosis viruses in infected wild 
birds of Australia constitutes a real 
hazard to persons who come into con- 
tact with captured birds, especially 
those housed under crowded and dirty 
conditions. Transmission to man 
usually occurs by inhalation of in- 
fected dust from birds and their cages. 

Another virus disease of Australia, 
the so-called Murray Valley encephali- 
tis, or Australian X disease, is similar 
clinically to the Japanese B type of 
encephalitis, but apparently quite 
distinct from Japanese B immuno- 
logieally. Arthropod-borne, the virus 
is known to infect wild birds, and is 
transmitted by mosquitoes. Secondary 
hosts include man and horses. 

Southwood’s review stresses the im- 
portance of the spread of animal in- 
feetions to the human population, and 
while much of the material presented 
pertains to conditions in Australia, the 
principles which he is able to delineate 
have world-wide application. Further 
information concerning the more 
poorly defined illnesses, vaguely re- 
ferred to as pyrexias of unknown 
origin (febriculae) and concerning the 
rather indefinite chronic illnesses, sub- 
clinical infections, ete., will be of value 
in promoting a better understanding 
ot disease ecology. The physician oe- 
cupies a key position in this situation 
by virtue of the fact that he can make 
available to publie health workers more 
materials for much needed laboratory 
studies. Information already com- 
piled, reinforeed by further  dis- 
coveries, should lead to better control 
of the zoonoses. 

J. BLATTNER. 
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News and Notes 


Dr. Herbert B. Wileox of New York died 
February 1, 1955. He was 80 years of age. 
From 1902, when he was graduated from 
the College of Physicians and Surgeons, 
Columbia University, until 1939, he was an 
active figure in American pediatrics. He 
served on the staff of a number of hospitals 
and institutions for children, and was attend- 
ing physician to the children’s medical divi- 
sion of Bellevue until 1920, when he was 
appointed physician-in-chief to the Babies 
Hospital. A year later he was made Carpen- 
tier Professor of Diseases of Children at 
Columbia. In 1939 Dr. Wilcox retired from 
pediatric practice and teaching, and became 
Director of the New York Academy of Med- 
icine. He gave up this position in 1946 be- 
cause of ill health. In addition to many 
local medical and pediatric societies, he was 
a founder member of the American Academy 
of Pediatrics. He was elected to membership 
in the American Pediatrie Society in 1913 
and served as its president in 1940. 


Edward Press, M.D., M.P.H., has been ap- 
pointed as field director of the American 
Public Health Association. He comes to 
the A.P.H.A. from the University of Illi- 
nois, where he has been both associate di- 
rector of the Division of Services for 
Crippled Children and assistant professor 
of preventive medicine at the College of 
Medicine. He is a licentiate of the Amer- 
ican Boards of Pediatrics and Preventive 
Medicine. Dr. Press has been involved in 
a wide range of both public health and 
civie activities in the Midwest. He served 
on several committees of the American 
Academy of Pediatrics and the National 
Safety Council. He was chairman of the 
Poisoning Control Committee of the Illinois 
Chapter of the American Academy of Pedi- 
atriecs and in that position helped develop 
one of the first integrated Poisoning Control 
Centers in the country. 


Dr. Morris Greenberg, Director of the 
Bureau of Preventable Diseases, Department 
of Health, City of New York, has been 
cited by the Citizen’s Budget Commission 
of New York for his ‘‘ faithful and thorough 
attention to his professional duties’’ which 
‘‘eonstitutes an inspiration to other civil 
servants and a cause for the gratitude of 


all the people of the whole City of New 
York.’’ Dr. Greenberg has been actively 
engaged in the practice of pediatrics and 
is a member of the American Academy of 
Pediatrics. 


Baylor University College of Medicine, 
Southwestern Poliomyelitis Respiratory Cen- 
ter, and Jefferson Davis Hospital in coopera- 
tion with the National Foundation for 
Infantile Paralysis, Inc., announce a three- 
day and two-evening (April 19, 20, and 21, 
1955) postgraduate course on the clinical 
management of poliomyelitis. The course 
is designed for physicians, nurses, medical 
social service workers, physical and occu- 
pational therapists, to cover complete care 
of poliomyelitis, with emphasis on the 
severely involved patient, the physician’s 
responsibility in the effective coordination 
of auxiliary services, and the value of 
comprehensive care. Detailed information 
ean be obtained from William A. Spencer, 
M.D., Medical Director, Southwestern 
Poliomyelitis Respiratory Center, Jefferson 
Davis Hospital, 1801 Buffalo Drive, Houston 
3, Texas. 


Two postgraduate courses in pediatrics 
are being offered by the Department of 
Pediatrics, Harvard Medical School, at 
Massachusetts General Hospital in May, 
1955. The first, which will be from May 
16 through May 24, will deal with general 
pediatric problems. The second, May 25 
through May 27, will deal with endocrine 
and metabolic disorders in children and 
adolescents. Enrollment may be for either 
course or the total combined course. Those 
interested should write Courses for Gradu- 
ates, Harvard Medical School, 25 Shattuck 
St., Boston, Mass. 


A short intensive course on the labora- 
tory diagnosis and pathology of parasitic 
infections will be presented August 15 to 
27, 1955, at the Louisiana State University 
School of Medicine in New Orleans. The 
course is designed primarily for pathologists 
and technologists. Persons interested in 
attending this course may write to Dr. 
Clyde Swartzwelder, Department of Micro- 
biology, Louisiana State University School 
of Medicine, 1542 Tulane Ave., New Or- 
leans 12, La. 
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The fourth annual postgraduate seminar 
in pediatrics will be conducted at St. Chris- 
topher’s Hospital for Children, Philadel- 
phia, by the Pediatrie Department of 
Temple University Sehool of Medicine on 
May I1 to 14, 
devoted to problems in the fields of pedi- 


inclusive. Sessions will be 
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atric hematology, cardiology, surgery, endo- 
crinology, psychiatry, neurology, infectious 
diseases, and pathology. For information 
regarding enrollment, registration fee, etce., 
write to Dr. John B. Bartram, St. Chris- 
topher’s Hospital for Children, 2600 N. 
Lawrence St., Philadelphia 33, Pa, 


Book Reviews 


The History and Conquest of Common 
Diseases. Edited by Walter R. Bett, 
M.R.C.S., L.R.C.P., F.R.S.L., F.S.A. Seot., 
Norman, Okla., University of Oklahoma 


Press, 1954, 333 pages. Price $4.00. 


This is an excellent example of medical 
The bio- 


graphical approach has been kept in the 


history as it should be written. 


background and the reader is treated to a 
history of ideas. In tracing the evolution 
of medical thought, the bones of history 


have been clothed in flesh and made to walk 


again. The common diseases range from 
measles to malingering, each one traced 
from the crude attempts at diagnosis in 


remote antiquity down to the miraculous 
treatments of the present day. Thirteen 
British and five American scholars, all dis- 
tinguished authorities in their fields, have 
written separate chapters, and it is difficult 
to say which one is the best. They are all 
enlightening. 

The preface states that the book 
written ‘‘mainly for patients, but also for 
the medical profession.’’ It should read 
Some chapters are 


was 


the other way around. 


too technical for most patients, yet no 
chapter is too technical for 
The style is such that the history of gall- 


stones should appeal to pediatricians; and 


any doctor. 


he would be an illiberal urologist who could 
not enjoy the chapter on tonsils and ade- 


noids. Since each chapter is a story by it- 
self, the book may be picked up and put 
down at any time. The research student 


will find a detailed bibliography of each 

subject; and the busy practitioner will find 

golden opportunities for pleasant relaxation. 
E. 


Genetica Medica. 
Rome, 1954, Gregorio Mendel, 467 pages. 


Edited by Luigi Gedda, 


A collection of twenty-nine papers pre- 
sented at the First International Symposium 


for Geneties held in Rome in 1953, together 
with a discourse by Pope Pius XI which 
has been translated into English and Ger- 
man. Papers are published in the language 
used by the authors and four are in English. 
The pediatrician interested in genetics will 
find the book of value. 


Legg-Calvé-Perthes Syndrome. 
Goff, M.D., Springfield, IIL, 
Thomas, Publisher, 332 pages. 
$10.50. 

While osteochondritis of the femoral 
epiphysis is an orthopedic condition, it is of 
unusual interest to the pediatrician, as the 
syndrome is limited to childhood. In this 
very fine and complete monograph, Goff 
divides the osteochondroses into true and 
false types. LCPS, due to an avascular 
necrosis of the capital femoral epiphysis, 
is an example of the true type. Osteochon- 
droses of the caleaneous and tibial tuber- 
osity, which are not infrequently seen in 
active, growing children, Goff considers as 
examples of the false type in which trauma 
plays an important part. After an inter- 
esting historical discussion of the various 


Charles W. 
Charles C 
Price 


types of osteochondroses, Goff presents his 
own material based on patients studied and 
treated at the Newington Hospital at Hart- 
ford, Connecticut. Goff considers heredity 
as playing a distinet role in the etiology. 
He noted, on careful measurements, a 
growth lag at the time of the development 
of the favorably considers 
Aureomyein as a stimulant. He 
advocates a modified recumbent method of 
treatment. The younger the age of the 
child at the time the syndrome develops, 
the more rapid and complete the cure. In 
addition to the LCPS syndrome, the mono- 
graph considers more briefly the other types 
of the osteochondroses. The book is beauti- 
fully illustrated and completely covers the 
voluminous literature on the subject. 


and 
growth 


disease, 


Editor’s Column 


INTERSTITIAL PLASMA CELL PNEUMONIA 


r RECENT years reports have been 
appearing in the European liter- 
ature of a new disease or pathologic 
pulmonary picture occurring in 
young infants, entitled _ inter- 
stitial plasma cell pneumonia. Its 
failure to have occurred or to be re- 
ported on this side of the Atlantic 
has been quite puzzling. 

Last fall, Lunseth, Kirmse, Prezyma, 
and Gerth of Milwaukee submitted 
a case report to the JouRNAL of an 
unusual pulmonary picture found at 
autopsy on an 11-week-old infant, and 
concluded that the diagnosis was 
probably interstitial plasma cell pneu- 
monia. The pathologie material in 
the paper was reviewed by several 
pathologists experienced in child- 
hood pathology, and all stated the 
picture was one they had never seen 
previously, but due to their unfa- 
miliarity with the disease were un- 
willingly to confirm or reject a diag- 
nosis of IPCP. A slide from a lung 
section was sent by Dr. Arey of 
Philadelphia to Dr. Avhenainen in 
Finland who has had considerable 
experience with the pathologie pic- 
ture of the disease, and in an air-mail 
reply he confirmed the diagnosis. 
Thus the first case to be reported in 
this country was published in the 
February issue (page 137). It was 
a pathologie diagnosis. 

Curiously enough, within a few 
weeks following the establishment of 
the diagnosis, a manuscript was re- 
ceived from Sternberg and Rosen- 
thal, published on pagé 380 of this 
issue, reporting on the clinical pic- 
ture of the disease presented by four 
infants they had observed while on 
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duty at the U. S. Army Hospital at 
Bad Cannstatt in Germany. They 
naturally were unaware that the dis- 
ease had at last been reported in the 
United States, and rewrote the in- 
troduction to their paper in light of 
the Milwaukee case. While the 
series is small compared with some of 
the European reports, the report is 
interesting and important as_ the 
clinical picture has become one with 
which the American pediatrician 
must familiarize himself. In these 
cases the diagnosis was a clinical one, 
as there were no deaths, although 
the mortality in some series has been 
high. The first and fourth cases are 
of unusual interest in that both in- 
fants had been thoroughly checked, 
with negative findings, a short time 
previously as a part of adoption pro- 
cedures. Their discussion includes 
what little is known of the etiology. 

The discussion of the fourth case 
recalled to mind a pedagogical story 
that was current a number of years 
ago in medical schools and attributed 
to Osler. Dr. Osler, so the story 
went, called on a student for the 
diagnosis in a case presented at one 
of his clinical conferences, and the 
diagnosis was correct. The student 
was asked how he had made the diag- 
nosis and replied from the symptoms, 
which he glibly reeled off. ‘‘No,’’ 
replied Osler, ‘‘you made the diag- 
nosis because you had seen a patient 
with the same disease presented be- 
fore.’’ In the first case they simply 
recognized that it was a new clinical 
picture entirely unknown to them. 
With the fourth case the diagnosis 
was made even before the roentgen- 
ologie examination. 
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THE JOURNAL OF PEDIATRICS 


MODERN HOSPITALISMUS 


HE Journat has published few 

articles which so strikingly pre- 
sent certain trends in_ pediatric 
thought that have been taking place 
in recent years as the Staff Confer- 
ence at the Karolinska University 
Ifospital in Stockholm. This, inei- 
dentally, is a elinie which, under 
Professor Wallgren’s leadership, is 
looked upon as a most active and 
productive pediatric clinic from the 
standpoint of scientific research. It 
is not the discussion of an idea or 


trend unique to Sweden, but one that 
in some form or another has been 
occupying the thoughts of many 
pediatricians throughout the world. 
It is a diseussion that could well be 
made available to the executive and 
nursing staffs of hospitals for chil- 
dren, and even to members of the 
Board of Managers. It is a good 
issue to loan to those interested or 
involved in the hospital eare of chil- 
dren who do not ordinarily see the 
JOURNAL. 


RENAL DAMAGE FROM UNRECOGNIZED LOW URINARY 
TRACT OBSTRUCTION 


condition of irreversible 

damage that occurs to the kid- 
neys of children who have urethral 
or low urinary tract obstruction of a 
congenital nature is infrequent, but 
obviously of major importance. Of 
the many tragic situations which phy- 
sicians must encounter, probably the 
one that disturbs him most is the 
detection of a condition originaliy 
remediable which has been allowed to 
until irreversible damage 
has occurred. 


progress 


Congenital posterior urethral 
valve obstructions have been well 
known for many years. <A_ recent 


article in one of the American Med- 
ical Association journals* reviews the 
situation and again calls it to our 
attention. It is particularly tragic 
that these children often appear only 
when their kidneys are irrevocably 
damaged, and yet many of them 
have been under the eare of physi- 
cians for other difficulties, or have 


*Nesbitt, Reed M., and Baum, William C.: 
Diagnosis and Surgical Management of Ob- 
structive Uropathy in Childhood, Am. J. Dis. 
Child, 88: 239, 1954. 


been given routine infant care in 
private offices or well-baby clinics. 

The difficulty in early diagnosis of 
posterior urethral valve obstruction 
or certain other types of low urinary 
obstruction in the male infant is that 
the parents do not realize the differ- 
ence between the dribbling enuresis, 
as it occurs in these babies or small 
children, and ordinary enuresis. Nor- 
mal micturition is forceful and of 
short duration, but the physician in 
routine examination seldom has the 
opportunity to observe it. However, 
a simple question to the mother 
about the force of the urinary stream 
usually will result in a dependable 
answer, or in planned later observa- 
tion. A question about the nature of 
a baby’s urination should be routine 
in any child health examination. It 
should be ineluded as a routine in 
the early months’ checkup as con- 
sistently as inspection of the heart 
for a murmur, the throat for cleft 
palate, or analysis of weight gain and 
appetite. 


